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Original Articles 


DOUBLE, RECURRENT AND BILATERAL 
TUBAL PREGNANCIES—AN ANALY- 
SIS OF 89 CASES REPORTED IN 
THE LITERATURE AND 3 UN- 
PUBLISHED PERSONAL 
CASES. 


’ 
AIME Paut Hereck, M. D., 
CHICAGO. 


Extra-uterine pregnancy is one of the most 
important maladies of the child-bearing period. 
It occurs in all races, appears to be less frequent 
in the colored, “4 negresses in 169 cases.”* The 
condition, though more frequently recognized 
than heretofore is, nevertheless, often over- 
looked, misdiagnosed and, therefore, mistreated. 
The safety with which the abdomen is now opened 
affords opportunity for the recognition, study 
and relief of many conditions which previously 
escaped detection. A more complete understand- 
ing of tubal gestation will lead to the saving of 
lives and to the prevention of invalidism. 

Tubal gestation, by far the most common 
variety of ectopic pregnancy, is single, dou- 
ble, or multiple; unilateral or bilateral. It may 
be a woman’s first and last conception; it may 
be preceded by a long period of infertility; it 
may end a woman’s child-bearing career; it may 
make future pregnancies impossible; it may pre- 
cede or follow a normal pregnancy or pregnan- 
cies.* It has preceded*,* and has followed uterine 
abortions:*.° Tubal pregnancy may co-exist with 
a uterine pregnancy.” It can occur in the ab- 
sence of other pathological states of the pelvic 
or other organs. Its occurrence in one tube does 
not protect against its occurrence in the opposite 
tube, does not absolutely protect against its re- 
currence in the same tube.* 

Double and recurrent tubal pregnancies have 
not received adequate study and consideration. 
To facilitate the task of future investigators, I 


have collected, studied and analyzed all cases of 
double and bilateral tubal pregnancies reported 
with sufficient data in the English, French and 
German literature from 1908 to 1916, inclusive. 
Only original reports of cases in which the diag- 
nosis was verified at operation were considered. 
The statements made in this article are entirely 
based either on these reported cases or on our 
unpublished personal cases. 

Double tubal pregnancies are almost invariably 
bilateral; exceptionally unilateral.*.*°.**, 


Double and bilateral tubal pregnancies are 
either simultaneous or recurrent. If simultane- 
ous, both conceptions begin at or about the same 
time; both gestations may develop, or one may 
be interrupted and the other continue. Usually, 
the two fetal cysts differ in size and destiny. 
Twenty-nine of the double tubal pregnancies 
herein considered belong to the simultaneous 
group.**.4*** One double tubal gestation oc- 
curred in a nullipara 41 years old, another in a 
multipara 45 years of age. The other simul- 
taneous cases in which the age was recorded 
tabulate as follows :**.*° 


From 20 to 24, inclusive............ 3 cases, 10.34% 
From 25 to 29, inclusive............ 11 cases, 37.93% 
From 30 to 34, inclusive............ 7 cases, 24.13% 
From 35 to 39, inclusive............ 4 cases, 13.79% 


As previously stated, the recurrent type is by 
far the most frequent (63 cases). Almost al- 
ways, the recurrence is in the opposite tube. Re- 
currence of gestation in the same tube is a 
rarity.** 

The ages of the patients at the time of the 
second tubal gestation and percentage incidence 
as to age is shown by the following table: 


From 20 to 24 years, inclusive...... 83 cases, 4.76% 
From 25 to 29 years, inclusive...... 20 cases, 31.74% 
From 30 to 34 years, inclusive...... 20 cases, 31.74% 
From 35 to 39 years, inclusive...... 7 cases, 11.11% 


Comparison of the two previous tables with 
the following reveals that the age incidence of 
tubal gestation is not the same as that of uterine 
gestation. 








Normal births in Chicago based on 3,600 cases 
(Redfield). 


TEE MM IR ce cs dcocecentscvetxeeid 31.95%* 
Pe OD OO SER rts carve cccncsccsaoyes 29.72% 
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Double and bilateral tubal pregnancies can 
occur at any period of the child-bearing age. 
We do not know how often tubal pregnancy re- 
curs; we do not know why it occurs. Authors are 
not agreed as to the frequency of recurrence.’*.’® 
The following table shows the frequency of re- 
currence in the practice of various clinicians— 


Hunner ....... 31 cases of tubal gestation, 2 recurred. 
Madlener ...... 63 cases of tubal gestation, 3 recurred. 
Heineck ....... 70 cases of tubal gestation, 3 recurred. 
LeGeap ...6.%- 83 cases of tubal gestation, 3 recurred. 
Rosenstein ..... 100 cases of tubal gestation, 6 recurred. 
Horrman ...... 101 cases of tubal gestation, 5 recurred. 
Wertheim ..... 120 cases of tubal gest., 7 or 8 recurred. 
Finsterer ...... 133 cases of tubal gestation, 9 recurred. 


One ectopic pregnancy is not necessarily fol- 
lowed by another ectopic pregnancy. Normal 
pregnancies may be sandwiched in between two 
extra-uterine gestations.*.*°.** 

Months, or even years, may elapse between the 
incidence of pregnancy in one tube and the lodg- 
ment of an impregnated ovum in the opposite 
tube. Some authors reckoned the time interval 
either between the inception of the two abnormal 
pregnancies or between the two operations per- 
formed for their relief. The latter method is 
basically faulty. 

In our collected cases the interval between the 
-two tubal gestations varied from three months* 
to nine years.** In 21 cases tubal gestation re- 
curred within one year ; in twelve within 3 years. 
In some cases the time interval between the two 
tubal gestations was 4 years,™*,”* 5 years**," seven 
years and seven months; in others, the time 
interval was not definitely stated. 

Double, recurrent and bilateral tubal preg- 
nancies occurred in women who have never borne 
living children.**.*° Tubal pregnancy has re- 
curred in women who have borne one living 
child,",** two  children,**,* three  child- 
dren,** four children,’ five children** and six 
children.** 

‘Double, recurrent and bilateral tubal preg- 
nancies like other varieties of ectopic gestation 
not infrequently occur in women who though 
frequently exposed to pregnancy, have remained 
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sterile.**** In many cases a long period of steril- 
ity precedes double, or intervenes between two 
tubal gestations.**.**.** 


The cause of tubal pregnancy, whether single, 
double or recurrent, is not definitely known. 
Many hypotheses have been advanced, some very 
plausible, none of universal application. No 
causative factor present in every case has been 
demonstrated. Not uncommonly, coexisting 
pathological states are found. Are these path- 
ological states coincidental or etiologic factors? 
With the data at hand, a positive answer is not 
possible. The problem calling for solution is, 
why does the impregnated ovum fail to find its 
way into the uterus. 

Inflammatory and other degenerative changes 
of the tubal wall do not possess the important 
etiological role formerly attributed to them. 
Though all conditions that obstruct, delay or 
hinder the progress of the impregnated ovum to 
the uterus favor the occurrence of ectopic gesta- 
tion, still many cases occur in which the existing 
tubal gestation excepted, there is a total absence 
of pathological tubal or ovarian changes, con- 
genital or acquired. Actual examination at 
time of operation has firmly established the fact 
that an inflammatory condition is not present 
in all cases. “In a certain proportion of cases, 
the most careful clinical history and micro- 
scopical examination of the specimen will fail 
to reveal a tangible cause for the condition,” 
Williams. ; 


It has been believed that the predominant 
cause of tubal pregnancy is salpingitis, post- 
abortum, post partum or gonorrheal in nature, 
with resulting destruction of the tubal ciliated 
epithelium. “I have been able to demonstrate 
the presence of cilia in nearly every pregnant 
tube which I have examined,” Williams.**.**. 
Tn some cases, the presence of co-existing pelvic 
pathological states is recorded, cyst of parovar- 
ium,**. ovarian cyst,**. polycystic degeneration 
of left ovary**. In one case, Puppel removed the 
left ruptured and pregnant tube and separated 
the right adnexa from embedding adhesions. One 
year later, the right tube became pregnant and 
ruptured. Smith reports a case presenting the 
similar features. Wesenberg removed a fist-sized 
Fallopian tube containing coagula and fetal rests. 
Examining the thickened right tube and finding 
its fimbriated end closed, he incised the fimbri- 
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ated end and sewed the tubal mucosa to the tubal 
serosa. One year later, this repaired tube became 
pregnant. 

All our collected and personal cases were pri- 
marily either interstitial,**.**. isthmic,**** or 
ampullary.**-**.“*, All the others were bilateral. 
These 92 cases represent 185 tubal gestations.**. 
Not one of these pregnancies, either first or sec- 
ond, went to full term. 

Sixteen gestations were subjected to operative 
relief previous to tubal abortion or tubal rupture. 
$4 46 36 6 @ 47 14.26.48. = =Thirty-two tubal gesta- 
tions terminated in abortion ; seventy-five in rup- 
ture. In the remaining cases, the termination is 
either not recorded or not definitely stated. 
Termination depends in great part upon the im- 
plantation site of the ovum, thus in the isthmic 
form, this portion of the tube not admitting of 
much distention, early rupture is the rule. In 
the ampullary form, the tubal wall offering less 
resistence in the ampullary region to the growth 
of the ovum, abortion is the rule. Tubal abor- 
tions are due to rupture through the capsular 
membrane ; they are incomplete,*.**. or complete, 
Complete 
tubal abortion implies complete expulsion of the 
ovum, membrane and contents, into the peritoneal 
cavity by way of the abdominal ostium of tube. 
In complete abortion, the hemorrhage is usually 
slight. In the incomplete type, there is a partial 
loosening of the ovum from the tubal wall and 
only parts of the ovum pass into the peritoneal 
cavity. In incomplete tubal abortion, the hemor- 
rhages recur as evidenced by repeated colicky 
pains, laminated clots, ete... Tubal abortion 
has been appropriately designated by some au- 
thors as intra-tubal rupture. 


incomplete being the more common. 


Rupture, extra-tubal, occurs at or near the 
placental site, taking place either into the peri- 
toneal cavity, or between the folds of the broad 
ligament. Primary rupture of the ovum, in by 
far the larger number of cases, occurs previous 
to or about the eighth week ; in a few cases it oc- 
curs later.’*.**. It may involve any portion of 
the tube, isthmic,**. middle third,*. am- 
pullary,”*. and vary in size from a pin point to a 
tearing asunder of the entire tube.**.”. Even 
a pin-point rupture may cause a fatal hemor- 
rhage. In the only case of this series in which 
hemorrhage apparently caused death, the rup- 
ture was a small orifice on the free portion of 
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tube through which chorionic villi projected.*. 
The tubal tissues in contact with the ovum offer 
slight resistance to the fetal elements and being 
early invaded by the chorionic villi and fetal 
cells, they soon undergo degenerative changes. 
The tubal wall is weakened partly by the con- 
tinuous and gradually increasing distention 
exerted by the growing ovum and much more so 
by the erosive action of the fetal elements upon 
the maternal tissues. The tubal resistance being 
thus impaired, rupture is easily brought about 
either by direct perforation by the growing villi 
or by any sudden access of pressure, such as is 
determined by the sudden opening of a large ves- 
sel, by the clogging of- venous channels, or by 
slight external violence as vaginal examination, 
coitus, fall, ete. 

Bilateral tubal gestation may terminate in 
tubal rupture in one tube and in tubal abortion 
im the otpen. 804 M2, 

Tubal abortion and tubal rupture, be the lat- 
ter intra or extra-tubal, are associated with 
moderate or profuse internal hemorrhage, either 
in the lumen of the Fallopian tube, between the 
folds of the broad ligament or into the peritoneal 
cavity. When capsular rupture takes place in a 
tube with closed fimbriated end, an hemato- 
salpinx results.°. If the rupture involves a 
part of the tube not covered by peritoneum, an 
intra-ligamentary hematoma results.“* The 
duration and extent of the hemorrhage will de- 
termine the size of the hematoma. When the 
pressure of the surrounding tissues and ex- 
travasated blood equals or exceeds the intra- 
vascular pressure, all further hemorrhage is 
checked. In tubal abortion, and in tubal rupture 
of a portion of the tube covered by peritoneum, 
the hemorrhage may be moderate and circum- 
scribed, an hematocele results ;**.**.*. may be 
profuse and diffuse, an hemoperitoneum results. 

When hemorrhage takes place into the free 
peritoneal cavity, a practically limitless space, 
the patient may bleed to death without a drop 
of blood appearing externally. These profuse 
hemorrhages into the peritoneal cavity are 
designated by the French, inondation péri- 
Blood extravasated in 
the lumen of the tube, between the folds of the 
broad ligament or in the peritoneal cavity, either 
undergoes absorption, coagulation,". organiza- 
tion,*". cyst-formation, or suppuration.**. 








Fate of the Ovum.—The ovum lodged in a 
tube being always poorly fixed, poorly nourished ; 
most tubal pregnancies come to an end previous 
to the eighth week... When tubal gestation 
ends this early, be the termination due to ovular 
apoplexy, tubal abortion or tubal rupture, the 
ovum is absorbed. This is the fate of young 
embryos extruded into the peritoneal cavity, if 
they be net removed by the surgeon. When, 
after tubal abortion or tubal rupture, the pla- 
centa retains some tubal implantation and con- 
tracts new attachments to the pelvic wall, rectum 
or other viscus or viscera, the placental circula- 
tion thereby continuing, the pregnancy becomes 
tubo-abdominal or tubo-peritoneal in type. 
Absorption is more difficult after the third 
month... 

In many operations for early tubal gestation, 
the embryo is found in the tube or in the ab- 
dominal or peritoneal cavities.*.*.**. This 
occurred in nineteen of our patients in which 
there were found either in the tube or in the 
peritoneal cavity, one, two and, in one case, three 
fetuses.*®. Most of these were found at the time 
of the second gestation. The fetuses varied in 
size from 3 mm. to 20 cm. Ovular debris, pla- 
centa, decidual cells,**. fetal chorionic 
villi, ete.,*°.°*.°.%°. are more frequently found at 
time of operation than fetuses.*°. In 24 cases, 
the presence of inflammatory adhesions binding 
the pregnant tube to the pelvic wall, to the 
omentum,*’.**, to the caput coli,*". etc., is re- 
corded. These adhesions, rarely found at the 
time of the first operation, are not uncommonly 
noted in operations for recurrent tubal gesta- 
tien... 


rests, 


The symptoms of tubal gestation, like those 
of uterine gestation can be classified into pre- 
sumptive, probable and positive. The positive 
symptoms of pregnancy; fetal heart sounds, 
active and passive fetal movements, palpation 
of fetal parts, are usually not detected until after 
the fourth month of gestation. Now as 81 per 
cent.**. of tubal gestations terminate before, at 
or about their eighth week, it can be seen that 
the positive signs of tubal pregnancy, correspond- 
ing to the positive signs of uterine pregnancy, 
are rarely present and, therefore, rarely de- 
tected. \In not one of our cases were any of the 


positive signs of pregnancy present. 
Previous to tubal abortion and to tubal rup- 
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ture, presumptive signs of pregnancy, such as 
amenorrhea, nausea and vomiting, bluish dis- 
coloration of vaginal walls,*°. pigmentation and 
striz, urinary disturbances, were noted in many 
of the cases. Amenorrhea is so constant a symp- 
tom in tubal pregnancy that its absence is mis- 
leading. double 
tubal pregnancy, a cessation of the menses for 


In 29 cases of simultaneous 


a varying period is recorded in twenty-seven 


cases. In the remaining two cases, amenorrhea 
is not recorded as present or absent; there was 
vaginal hemorrhage in both but from the text 
it is hard to tell whether this uterine hemorrhage 
was or was not a menstrual hemorrhage. Men- 
strual irregularity should arouse suspicion. 

In the bilateral cases in which gestation was 
of successive occurrence, cessation of the menses 
occurred, with few exceptions. The duration of 
the suppression, of course, varied according to 
the age of gestation.'®.**.°*.°°.%* 4°97 5°22, In some 
in which amenorrhea is not noted, what was mis- 
takenly considered menstrual hemorrhage was 
a uterine flow incident to the termination of the 


tubal pregnancy.**.’.®. 


Other presumptive symptoms such as nausea 
and vomiting,”°. colostrum secretion,’. milk secre- 
tion,®*. bluish discoloration of the vaginal wall,®*. 
enlargement of breasts,**, etc., are less frequently 
recorded. 

Among the probable signs, the most frequently. 
noted in our series were changes in size, con- 
sistency and position of the uterus.”°.**.5*,°, “The 
existence of an enlarged uterus at any time dur- 
ing the child-bearing period should be regarded 
as presumptive evidence of pregnancy until 
such a possibility has been conclusively elimin- 
ated,” Williams. 

The victim of ruptured tubal gestation is not 
as a rule struck down without premonitory 
symptoms or warning. Patient suspects preg- 
nancy. Suspicion of ectopic gestation should 
be entertained upon the complaint of sudden 
pelvic pain in a woman of childbearing age. 
The most characteristic symptoms that confront 
the clinician are those determined by tubal rup- 
ture or by tubal abortion. Both of these acci- 
dents are associated with pain and with internal 
hemorrhage, the extent of which determines the 
gravity of the case. Very often the patient first 
comes into the hands of the physician, some 
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time after she has recovered from the primary 
shock due to tubal rupture or tubal abortion. 

In tubal abortion there may be acute, severe, 
cramp-like pain, limited to the pelvic region or 
referred to other portions of the abdomen ; there 
may be absence of pain.**. In many cases of 
tubal abortion about the only symptom we have 
is abdominal pain and uterine colic preceding 
and accompanying the expulsion of the decidual 
east. In tubal rupture, the pain is intense, 
agonizing, may cause the patient’s collapse. It 
is most marked in the lower abdomen and may 
be referred to the right side, to the left side, to 
right kidney region, to the rectum, epigastrium, 
umbilicus. 

Coincident with the lodgment and develop- 
ment of the ovum, the uterus, during the first 
three months of tubal gestation, undergoes 
hypertrophy and its endometrium becomes con- 
verted into a decidua similar to that observed 
in uterine pregnancy. Soon after the death of 
the fetus, the decidua is thrown off, being ex- 
pelled in shreds,** or as a triangular cast of the 
uterine cavity,™’.**. with dimensions correspond- 
ing to that of the hypertrophied uterus. Accord- 
ing to Rémy, the expulsion of a decidual cast of 
the uterine cavity is always a sign of ectopic 
pregnancy. 

Though tubal pregnancy and especially bi- 
lateral tubal pregnancy, are frequently operative 
discoveries, the diagnosis being rarely made 
previous to tubal abortion or tubal rupture, the 
following symptoms, taken in conjunction with 
a suggestive history and suggestive pelvic find- 
ings, should make one think of the possible 
existence of tubal gestation. 

a. Presence of the presumptive symptoms 
and signs of pregnancy: Morning sickness, 
milk and colostrum secretion, pelvic pains refer- 
able to bladder and rectum. 

b. Cessation of the menses. 

ce. Bluish discoloration of the vaginal wall. 

d. Softening of the cervix. 

e. Changes in size, consistency and position 
of uterus. 

The existence of ectopic pregnancy is highly 
probable, when, in association with the above, 
palpation reveals an indefinitely outlined tender, 
boggy mass to one or both sides of uterus, in a 
patient who has or has had symptoms of acute 
anemia and attacks of acute abdominal pain, 
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especially if the abdominal tumor has increased 
in size with each attack of abdominal pain. 

If, during an intermenstrual period with or 
without a suppression of- the menses, a woman 
has an attack of severe abdominal pain followed 
by vomiting, collapse, slight uterine hemor- 
rhage, think of tubal abortion. If after a few 
days or a few weeks, the same clinical picture 
recurs, suspect the existence of a bilateral tubal 
pregnancy. 

The severe pain of tubal rupture is accom- 
panied or followed by symptoms of abdominal 
hemorrhage and acute anemia, pallor, dizziness, 
nausea, collapse, weak thready pulse. A definite 
muscular rigidity is noted by several reporters.**. 
In almost all cases associated with the above, 
vaginal hemorrhage *°.**.°*. varying in amount, 
slight®*, or profuse,*. and in duration, from 3 
weeks,”*. to 6 weeks,*’. is said to have been pres- 
ent. These attacks of pain, vaginal hemorrhage 
and anemia may be repeated.’*.“. Bi-manual 
vaginal examination usually detects an elastic, 
often globular tumor-mass, to one or other side 
of uterus, or a peri-uterine mass occupying the 
cul-de-sac of Douglas and the two lateral cul- 
de-sacs and in a few instances even extending 
into the iliac fossa. Previous to rupture or 
abortion, the fetal cyst may displace the uterus 
in various directions to the right,**. to the left,™. 
forward.**.?*,™, 


The treatment of ectopic gestation previous to, 
at time of, or after tubal rupture or abortion is 
operative. As stated in some of our previous 
publications on this subject, we disregard com- 
pletely the life of the ectopic fetus and concen- 
trate our efforts to saving the maternal health 
and the maternal life. The ectopic fetus, in 
all its various forms and at all periods of its 
existence, is a menace to the maternal organism. 
Operation removes in a few minutes what it will 
require unaided nature, even in the most favor- 
able cases, a long time to accomplish and 
thereby early secures the safety of the patient. 

The operation for the relief of ectopic preg- 
nancy, for the control of its complications and 
the cure of its sequele, may be an emergency 
operation, may be one giving us time for ample 
preparation of the patient. In a general way 
it can be said that an ectopic gestation is a ma- 
lignant growth and the longer it is unmolested, 
the greater are the dangers to the mother. 








In cases of tubal rupture and also in cases of 
tubal abortion associated with symptoms of ab- 
dominal hemorrhage, operative relief must be 
immediately instituted, A patient can bleed to 
death into the peritoneal cavity without a drop 
of blood appearing externally. Peritoneal flood- 
ing calls for immediate intervention. Operation 
is equally indicated previous to tubal abortion 
or tubal rupture but under these conditions if 
the patient be vigilantly watched, a delay of two 
or three days is not very significant. 

In all operations for ectopic pregnancy, we 
discard the vaginal route. We prefer the ab- 
dominal route. Most conditions, practically all, 
that simulate unilateral or bilateral ectopic preg- 
nacy, require for their cure an abdominal sec- 
tion: appendicitis,’*. hydrosalpinx, pyosalpinx, 
ovarian cyst, sub-peritoneal uterine fibroid. If 
any of these conditions be mistakenly diagnosed, 
ectopic gestation and a laparotomy performed, 
no harm has been done. If they co-exist with a 
tubal gestation, laparotomy enables one to ap- 
propriately treat both conditions. We are justi- 
fied in making our diagnoses and basing our 
management of cases upon presumptive evi- 
dence. A large mortality results from delayed 
diagnoses. 

The most immediate danger of tubal abortion 
or tubal rupture is hemorrhage. Laparotomy 
permits an immediate and complete arrest of 
hemorrhage. Colpotomy permits an evacuation 
of blood clots but hemorrhage cannot be arrested 
by the evacuation of blood clots. If the blood 
accumulation has acted as a tampon, its mere 
evacuation may be followed by a recurrence of 
the hemorrhage. Laparotomy not only secures 
absolute hemostosis but enables one to eliminate 
the danger of post-operative or secondary hemor- 
rhage. 

Laparotomy permits a more complete removal 
of the ovular debris and extravasated blood. It 
is not necessary to remove all blood from the 
peritoneal cavity. Let there be no needless 
traumatizing. Furthermore, . laparotomy  al- 
lows inspection of the pelvic organs and enables 
one to decide at once whether or not the opposite 
tube should be removed. 

Unilateral tubal pregnancy calls for removal 
of the pregnant tube. The operator must not 
be haunted by the thought of recurrence. Re- 
currence in the opposite tube is exceptional. 
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We are not justified in sterilizing a woman 
just because she has had a tubal gestation. 

Remove the unaffected tube: 

a. If there be existing in the patient some 
constitutional state contra-indicating preg- 
nancy such as epilepsy, alcoholism, worst types 
of neurasthenia, syphilis, mental disease, im- 
becility, advanced tuberculosis, advanced car- 
diac, renal, or hepatic disease, bad types of pri- 
mary anemia. 

b. If there be existing in the patient some 
pelvic deformity preventing delivery through the 
maternal passages of a viable fetus. 

c. If it be imbedded in adhesions, if it be 
malformed or the seat of a congenital anomaly 
or of inflammatory, neoplastic or other degen- 
erative changes; hydrosalpinx, pyosalpinx, etc. 

Do not remove the normal tube unless there 
be existing in the patient, a condition contra- 
indicating pregnancy. There are many cases on 
record where a normal pregnancy has occurred 
after the ablation of a Fallopian tube. 

In unilateral tubal pregnancy and in bilateral 
tubal pregnancy there should be no needless re- 
moval of tissues or organs. Therefore, if the 
ovaries are normal or only slightly altered, 
their preservation will be of great benefit to the 
patient. In addition to removing pregnant tube, 
fetus and ovular debris, correct co-existing 
pathological states if the patient’s condition per- 
mit. Many operators in addition to perform- 
ing a bilateral salpingoophorectomy, supra- 
vaginal,’®. or a total hysterectomy,*. broke up in-, 


flammatory adhesions, or removed the appendix 


vermiformis presenting acute or chronic in- 
flammatory changes.**.**."*, Others removed a 
co-existing cystic ovary,”*. a cyst of parovar- 
ium.**, 

In our tabulated cases there were removed 42 
left and 47 right Fallopian tubes. In 15 cases 
it is stated that the left ovary was removed. 
The right ovary was removed 22 times. In a 
few other cases, portions of the ovary were re- 
moved. In 6 cases, the conditions were such 
that the operators were compelled to perform 
either a total or subtotal hysterectomy. In 15 


instances, abdominal drainage was used ; in three 
instarices **,**.**, vaginal drainage was used. It 
may be said that as a general rule that the use of 
drainage in these cases is inadvisable. 

The mortality of bilateral tubal pregnancy, 
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skillfully operated on, is very low. It should be 
nil. In our collected cases, there were only three 
deaths; two from peritonitis and ileus,**.“* and 
one from peritoneal hemorrhage.** 

In Oden’s case, the patient developed post- 
operative ileus, the abdomen was reopened, ad- 
hesive bands loosened; three weeks later the 
symptoms of intestinal obstruction recurred ; the 
patient was reoperated on and recovery ensued. 

In one of Smith’s cases, right tube adherent to 
ileum, had literally grown into it. There were 
two perforations into the gut ; 30 cm. of intestines 
was removed, a lateral anastomosis. was per- 
formed. Patient recovered. 
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EPIDEMIOLOGY OF POLIOMYELITIS.* 
Aveust Srravon, M. D., 
CHICAGO. 


While a number of our present-day diseases, 
particularly those of epidemic character, can be 
clearly traced in historical records far back into 
the Middle Ages or Ancient Times, it must strike 
the student of the history of infantile paralysis, 
that in the early medical literature there does 
not exist any notice of it, despite the striking 
symptoms and permanent effects of the affection. 

The first mention of the disease seems to have 
been made by Michael Underwood of London in 
1784 in his chapter on “The debility of the lower 
extremities” in his book on Diseases of Children, 
which was then very popular. Since that time 
here and there a few small reports appeared, but 
failed to arouse the attention of the profession. 
According to Shaw, 1822, the disease was then 
known in India, Egypt and in other countries 
outside of Europe. 

The first elaborate description and clinical 
delineation in a monograph on this disease was 
given by Jacob Heine, a physician and or- 
thopedist at Cannstadt in Wuertemberg in 1840, 
under the title: Beobachtungen ueber Laehmung- 
szustaende der unteren Extremitaeten und deren 
Behandlung. (Observations on paralytic states 
of the lower extremities and their treatment.) 
In his publication, a remarkable treatise of 78 





*Read before the Irving Park Branch of Chicago Medical 
Society, Nov. 12, 1917. 








pages, that in its second edition twenty years 
later had 204 pages, he hints at the epidemic 
aspect of the disease and recognizes its spinal 
nature. 

However, only as late as in the eighties do 
reports become more numerous. At this period 
the clinical study and research brought little 
additional knowledge, until Medin’s important 
and epochal observations, made during the epi- 
demic at Stockholm in 1887 (44 cases) were 
placed before the medical profession. It did not 
escape the close observation of this meritorious 
Swedish physician, that the disease may present 
various clinical pictures, and he learned to dis- 
tinguish from the already known spinal type 
also a bulbar, polyneuritic, ataxic and enceph- 
alitic type. 

The clinical significance of Medin’s work, for 
a while forgotten, was brought forward again 
into a new light through the experiences of the 
great epidemics in recent times. 

The first of these more serious epidemics oc- 
curred in 1905 in Sweden, with 1,031 cases, when 
Wickman was lead to discern also the meningeal, 
the abortive, non-paralytic type and the type of 
Landry’s paralysis. Not enough credit can be 
given to these scientific workers. 

Since that time the disease has been reported 
in more or less devastating epidemics through- 
out Europe, in this country, the West Indies, 
Australia and South America. A very complete 
list of epidemics of all countries, with informa- 
tions concerning them, is to be found in the re- 
port of the epidemic of 1916 in New York City, 
published by the Department of Health of the 
City of New York. 

In North America the first small epidemic was 
mentioned by G. Colmer, occurring in 1841 in 
West Feliciana, La. He saw one case, hearing of 
8 or 10 others and thinking them due to teeth- 
ing, as all earlier writers had with the exception 
of Heine. The first extensive epidemic in this 
eountry was reported by McPhail and Caverly, 
occurring in Vermont in 1894 with 120 cases 
and a 13 per cent. mortality. In 1907 epidemics 
made their appearance in New York City with 
about 2,500 cases and a 5 per cent. death rate, in 
Massachusetts with 243 cases and in some other 
sma!ler foci. In the epidemic of 1909 the num- 
ber of cases in America amounted to a total of 
14,590 with 20 per cent. mortality; and in 1916 
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(Reports of the United States Public Health 
Service, June 1, 1917) it reached the sum of 
27,595 with New York state alone reporting 
13,223 cases with a mortality of 25.19 per cent., 
the highest number of patients on record. The 
New York Board of Health in a conservative 
estimate places the probable number of cases at 
30,000. 

The figures of the Chicago epidemic of 1916, 
according to the reports of the Department of 
Health, were: 285 cases with 49 deaths; the 
highest incidence in August and September, 
namely, 99 and 85 cases respectively. 

The number of the cases of this year’s epidemic 
(1917) until end of November, amounted to 542 
with the maximum incidence in September (239) 
and October (186) ; the greatest weekly incidence 
having been between September 22 and 29, with 
70 new cases reported and 27 deaths. 

As to the occurrence of more than one case 
in a family, the analysis of 700 cases of the New 
York epidemic (1916) (Weekly Bulletin, De- 
partment of Health, New York City, Sept, 1916, 
page 297) gave the following figures: 


1 case in 6,521 families 
2 cases in 205 families 
3 cases in 20 families 
4 cases in 1 family 
5 cases in 1 family 


Due to a comparatively low susceptibility to 
the virus of poliomyelitis, as a rule, only a minor 
portion of the total population becomes affected. 
Thus in Hassen-Nassau not more: than 0.005 
per cent. of the total population and 1/70 per 
cent. of the number of children manifested 
paralysis, while, it is true, in Traestena, a town 
in Sweden of 500 inhabitants, almost 10 per 
cent. of the people were attacked. The figures of 
New York City in 1916 were 1.6 per thousand, 
in the up-state cities 0.6 and in the rural dis- 
tricts 2.4 per thousand of the population. 

As the genius epidemicus, or the character of 
other diseases shows certain variations, a strik- 
ing variability in the virulence of poliomyelitis 
is evidenced in the marked oscillations of the 
mortality in the various epidemics at various 
places and times. It fluctuates between 5 and 
40 per cent. The fatality rate in New York 
City in 1916 was 27.2 per cent., but somewhat 
less in the rural districts of the state. The mor- 
tality figure of the present epidemic in Chicago 
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until end of October is somewhat over 33 per cent. 

’ It is also an assured fact that the aspect of 
the disease in some of its manifestations may, 
from causes unknown, vary according to the 
epidemic in different places. For instance, in 
Westphalia during the great epidemic in Ger- 
many, 1909, 34 of the number of patients showed 
initial diarrhea, while this was only exceptionally 
so in Hessen-Nassau, although having been in- 
fected from its neighboring province. In Silesia 
obstipation was the rule and in Hessen-Nassau 
over 50 per cent. of the patients showed a marked 
catarrhal initial involvement of the respiratory 
tract. ( Mueller.) 

According to our epidemiologic conception 
great importance in the spread of the disease 
must be accorded to the relative frequency of the 
abortive, non-paralytic cases. The statistics of 
Wickman concerning the Swedish epidemic of 
1905 comprise 868 paralytic and 157 abortive 
cases, the latter figure being declared by him as 
far too low, since cases of this type were con- 
sidered only in limited districts. In another 
epidemic the abortive cases were 56 per cent., 
according to the same author, who makes the 
statement that even higher figures may occur. 
In the experience of some authors the percentage 
fluctuated between 20 and 35 per cent.; many 
who have studied the disease, among them also 
Ruhrih and Mayer, emphasize that at the pres- 
ent time most of the non-paralytic cases escape 
recognition, and Leggard, finding among 952 
cases 358 abortive ones, makes the claim that 
the abortive cases may, without exaggeration, be 
estimated as half of the total number of polio- 
myelitis patients. This should be kept in mind 
when considering statistical data as to the fre- 
quency of the disease. 

Where the ways of traffic and communication 
have developed to a degree of uttermost complex- 
ity, as in large cities and big centers of industry, 
with their thousandfold uncontrollable possibil- 
ities of the transmission of the disease, a close 
analysis is rendered well-nigh impossible and the 
problem as to the methods and means of spread- 
ing the malady therefore becomes difficult to 
solve. 

On the other hand, epidemics in small isolated 
country places or villages with only little outside 
communication offer excellent conditions for the 
study. For instance, the investigations and di- 
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rect observations made by Wickman during the 
epidemic in Traestena with ita 500 inhabitants 
and in other villages of Sweden (1905) demon- 
strate, beyond doubt, that the propagation of the 
infection from village to village, from house to 
house or from the school, and the occurrence of 
the first cases in new foci, was due to contact, 
confirming the claim, made first by Struempell 
as early as 1884 of the infectious nature of the 
disease. In nearly every instance of polio- 
myelitis Wickman demonstrated a direct or in- 
direct contact between individual cases of the 
disease; also Mueller during the epidemic in 
Hessen-Nassau found that the spread of the 
disease took place from person to person, par- 
ticularly through those who suffered from a very 
mild type, the abortive form, or were apparently 
healthy, but were associated with patients. The 
propagation from village to village could be 
traced to healthy persons, who had traveled from 
infected regions into heretofore uninfected places, 
or to healthy persons, who had visited infected 
places and upon their return had brought the 
virus into their home town. The spread from 
house to house was due to family visits in a con- 
vincing number of cases. Also the State De- 
partment of New York obtained rather con- 
clusive evidence that contact is the direct factor 
in the spread of the infection; many of the local 
outbreaks in the Catskill counties and up the 
Hudson river were clearly traceable to imported 
cases brought in from New York City. Of 756 
up-state cases tabulated 20.4 per cent. were found 
to have been associated or in contact with other 
cases of poliomyelitis. (M. Nicoll.) 

The spread of the disease generally shows a 
conection with the main arteries of traffic, the 
simple highways, railroads and ships; in short, 
it follows the traveling public that establishes 
the necessary contracts. 

Through inoculation experiments on monkeys 
it was demonstrated that the virus is present not 
only in the central nervous system, but also— 
and this is of great epidemiologic importance— 
in the mucous membranes of the naso-pharyn- 
geal cavity and their secretions, in the tonsils 
and the washing from the rectum of human pa- 
tients and convalescents and even healthy per- 
sons associated intimately with acute cases of 
the disease. In monkeys even after intra-cere- 
bral or intra-abdominal inoculation of the virus 
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the latter could be detected in the naso-pharyn- 
geal secretions, and the saliva, demonstrating the 
avenues of escape of the virus from the body. 
This fact may be regarded as applicable to the 
human. 


It is generally accepted that the virus locates 
first in the mucous membranes of the naso- 
pharyngeal cavity as the main avenue of entrance 
or perhaps also in the deeper respiratory tract, 
and thence penetrates by way of the lymphatics 
into the nervous system. According to the view 
of some authors the intestines may sometimes be 
the port of entrance of the virus, as experiments 
under extraordinary conditions point to this pos- 
sible route in monkeys. 

Though the exact method of the transmission 
of the infection under natural conditions is not 
known with certainty, the above observations 
render it highly probable, that the disease is 
propagated through these secretions by way of 
Fliigge’s droplet-infection in coughing, sneezing, 
spitting, crying or by direct contact as in kissing ; 
also by inanimate objects or persons that are 
contaminated with the secretions. Especially the 
fingers of mothers or attendants who wipe away 
the secretions from the mouth and nose of the 
child, may readily after such contamination in- 
fect other persons or their food. Since the af- 
fection shows no relation to the disposal of sew- 
age, as does typhoid, it is improbable that the 
intestinal discharges, though they may contain 
the swallowed virus, should’ordinarily transmit 
the disease. The common house fly is under 
strong suspicion of being able to be a passive 
carrier of the virus, since Flexner proved the 
latter even 48 hours after contamination. This 
insect may readily become grossly infected by 
feeding on the secrétion that collect about nose 
and mouth, and deposit the virus on the face 
of a healthy child or on food or utensils. 


Richardson incriminates rats as possible agents 
of propagation; however, no experiments have 
been made to prove or disprove such theory. It 
is the contact theory, with Flexner as its chief 
exponent in this country, that has been generally 
made the working basis for the various Depart- 
ments of Health in their prophylactic measures. 

Deep obscurity prevails as to the cause of a 
change of character from sporadic to epidemic 
of a disease that has prevailed among our popu- 
lation for a long time. The same mystery 
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shrouds also other infectious diseases that from 
time to time have assumed the character of con- 
tinental, even world’s epidemics as, for instance, 
the influenza. 


Only two predisposing factors are definitely 
known; the season and the age of childhood. 
The disease has a decided preference for the dry 
and warm months of the year, that is the late 
summer and early autumn, although a few win- 
ter epidemics have been observed as, for instance, 
in Sweden with their maximal rates in Novem- 
ber, December and February or in April and 
May, and that occurring in Elkins, W. Va., 1916- 
1917. It has not been decided whether the pre- 
disposition of early life is due to the particular 
anatomical and biological conditions of the spinal 
cord at this age or to the conditions of the port 
of entrance, the latter possibility perhaps being 
correlated to the great susceptibility of the 
lymphatic apparatus of the naso-pharyngeal cav- 
ity in this age to infections of all kind. How- 
ever, one should not overlook the fact that polio- 
myelitis occurs at a time when other infections 
of the upper respiratory tract are at their low 
mark. 

The analysis of the first 7,500 cases in New 
York City demonstrated that 80 per cent. of the 
children were under 5 years of age, more than 
95 per cent. under 10-year-old and more than 
98 per cent. under 16-years-old; the correspond- 
ing figures in the up-state cities and rural sec- 
tions were somewhat different, as the percentage 
of the later ages was higher than the foregoing 
figures. Adults are not exempt, as the various 
statistics demonstrate; patients over 40 years of 
age have been observed repeatedly. About 5 per 
cent. of the Massachusetts cases in an epidemic 
were over 20 years of age; ten cases occurred 
between the ages of 30 and 72 years. 

The ages of the cases observed in Chicago from 
July 1 to September 12, 1917, were as follows: 


eee SW. a FIAT I 13 cases 
> BM. sds a UE 103 cases 
ek | ee Pr oe ree ee 20 cases 
TS PESUSTEETITE SEALE OE 2 cases 
BBO GONGG. ois ns cdc cw sews cessecs 2 cases 
BSD FOIE’ 6.55.5 oi cies a lesen SSS 2 cases 
Gre GO: WOMB A 6205 OS Sin 8s ca 1 case 
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THE EARLY SYMPTOMS AND DIAGNOSIS 
OF POLIOMYELITIS. 
Epwarp K. Armstrone, M. D., 
CHICAGO, ILL. 

The increasing incidence of poliomyelitis 
during the past few years has resulted in such 
intensive investigation of the clinical aspects of 
the disease as to place the diagnosis on a basis 
so definite that today it is quite unnecessary in 
the majority of cases, to await the appearance 
of paralysis, especially during the occurrence of 
epidemics, while the identification of even 
sporadic cases is possible with a fair degree of 
certainty. Because of the very favorable re- 
ports concerning the value of serum in the treat- 
ment of the disease, its early recognition has be- 
come more than a matter of pride in one’s diag- 
nostic ability; it has become a question, possibly, 
of whether paralysis shall or shall not be per- 
mitted to complicate the attack. 

In order to properly appreciate the clinical 
picture of poliomyelitis it is of advantage to 
have clearly in mind the fact that the disease 
is an acute specific infection involving primarily 
intestinal tract, liver and 
spleen, and in which paralysis is only a compli- 
cation, believed to be of unfortunately frequent 
occurrence, but merely incidental nevertheless, 
and not a necessary part of the disease. Possibly 
the first need today, in order to stimulate the 
early diagnosis of poliomyelitis through a uni- 
versal recognition of the condition as a non- 
paralytic affection, is the origination and general 
adoption of an appellation for the disease which 
will indicate primarily its systemic character and 
only secondarily its paralytic complications, in- 
stead of focussing all attention upon a manifes- 
tation which from the standpoint of diagnosis 
and of control, is of no more importance than 
invasion of the spleen or bone marrow. The 
terminology in common use today is extremely 
misleading, the terms poliomyelitis, infantile 
paralysis, preparalytic and abortive all being ob- 
jectionable as not indicative of conditions as they 
actually exist. 


the bone marrow ; 
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In addition to the recognition of the fact that 
the disease is primarily a general infection and 
pending the adoption of a more satisfactory 
terminology, it is essential, in view of the pro- 
tean manifestations of the affection, to possess 
a knowledge of the various forms of the disease, 
as an aid to a realization of its manifold clinical 
aspects. As the older classifications were rather — 
unwieldy and embraced features both clinical 
and anatomical, they may be replaced advan- 
tageously by a simpler arrangement of clinical 
forms of much greater practical value, a classi- 
fication first proposed by Peabody, Draper and 
Dochez.t This latter grouping includes two 
forms only, the paralytic and non-paralytic, and 
is based on the ever increasing appreciation of 
the systemic character of the infection. 

As to the proportion of cases without paralysis 
to those with, no one can do more than estimate, 
but observers place the incidence of non-paralytic 
poliomyelitis as high as 50 per cent, some even 
as high as 70 to 80 per cent. Beyond a doubt 
the number without paralysis is large and the 
difficulty in recognizing them indicates that un- 
less new methods of diagnosis or prophylaxis are 
evolved, the prospects of controlling the spread 
of the disease are extremely remote. 

Of the cases without paralysis there are two 
varieties, those with only the symptoms of an 
ucute- infection and those with symptoms refer- 
able to the nervous system but without paralysis, 
Cases of this latter group are commonly re- 
ferred to as abortive, a term which should be dis- 
carded because it tends to belittle the importance 
of this class of cases in the spread of the disease 
and because its use infers a degree of surprise 
that there could be a case without paralysis. 

As a complication there are two principle 
forms of paralysis, the bulbo-spinal and the cere- 
bral. In the former the virus attacks the lower 
motor neurone, in the latter the upper. To any 
paralytic case the term preparalytic is applied 
before the appearance of paralysis, 

To recapitulate, there are seen non-paralytic, 
preparalytic and paralytic cases. The non- 
paralytic are divided into those with and those 
without involvement of the central nervous sys- 
tem, the paralytic into the bulbo-spinal and the 
cerebral. 


The only reason that a distinction is made be- 
tween the cases of the non-paralytic group is be- 








cause the so-called abortive poliomyelitis is amen- 
able to diagnosis, while those without invasion 
of the brain or cord ordinarily are not. Ex- 
amples of this latter class are not uncommon dur- 
ing an epidemic and show only the most general 
symptoms, such as fever, headache, ‘anorexia, 
, constipation or diarrhea, and perhaps vomiting, 
as evidence of the activity of the poliomyelitic 
virus within the host, a symptom-complex which 
usually does not permit of a diagnosis, though 
when recognizable cases occur in the same fam- 
ily the true nature of these indeterminates is 
more likely to be properly appreciated. The 
non-paralytic attack may be so mild as to en- 
dure only one day, though on the other hand it 
may be severe, but if the neurotropic properties 
of the invader are not sufficient to overcome the 
defense of the choroid plexus with resulting in- 
vasion of the nervous system, characteristic 
symptoms do not appear. 

The cases in which central nervous system in- 
vasion has ocurred but in which the process has 
stopped short of paralysis, exhibit largely the 
same findings as do the paralytic cases in the pre- 
paralyzed stage. Evidently these socalled abor- 
tive cases are borderline affairs, lying midway 
between the purely systemic form of the disease 
on the one hand and those complicated by paraly- 
sis on the other. Many are actually involved by 
the latter complication, the paralysis being only 
transient or so slight as to be difficult of demon- 
stration. The exact extent and localization of 
the lesion in these uncomplicated cases are 
largely a matter of speculation, in humans at 
least, as practically the only opportunity for 
post-mortem examination occurs in those dead 
of a respiratory paralysis. A careful study of the 
symptoms of the uncomplicated and prepar- 
alyzed cases will undoubtedly permit of frequent 
early diagnosis and it is-to these symptoms and 
to the early course of the disease that those who 
would become proficient in its timely recognition 
should direct their attention. 

The course of the disease runs surprisingly 
true to form, The onset is usually. somewhat 
abrupt, but often not severe, and is frequently 
followed within a day or two by a remission. 
This remission is permanent in a certain pro- 
portion, the individual going on to recovery; 
the form without involvement of the nervous 
system. In others the remission is followed by 
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evidence of invasion of the brain and cord, in 
some the attack subsiding at this point, the so- 
called abortive cases, in others becoming com- 
plicated by paralysis. In still another group the 
remission is not in evidence, the general symp- 
toms remaining at their height until after in- 
vasion of the meninges. The length of the sys- 
temic phase of the disease before nervous in- 
volvement occurs, varies from hours to days, 
most frequently being two to three days in length. 
In every instance some constitutional disturb- 
ance precedes the paralysis, though it is some- 
times so mild as to be overlooked. 

During the first phase of the disease, before 
remission occurs, a diagnosis is not possible, con- 
sequently with the occurrence of such symptoms 
in a young child, especially in the late summer, 
poliomyelitis in the first stage must be considered 
as one of the diagnostic possibilities. Attention 
should then focus on the development of signs of 
menigeal invasion, the occurrence of which calls 
for immediate lumbar puncture. 


The five most important signs or symptoms of 
this early stage of meningeal invasion are neck 
stiffness, paralysis of the anterior neck muscles, 
unwonted drowsiness, hyperesthesia and an ataxic 
gait. To these may be added the muscular 
tremor or twitching not infrequently seen. This 
group constitutes the cardinal signs of early 
poliomyelitis. 

The anterior spinal flexion sign is almost diag- 
nostic. This is a spastic state of the posterior 
neck muscles in the nature of a protective con- 
traction, probably sub-conscious in production®, 
which appears on attempting to flex the head or 
chest, but which is usually not in evidence when 
the child is in a comfortable position. Probably 
every case of poliomyelitis in which invasion of 
the nervous system occurs would show this symp- 
tom if seen early enough. It is one of the last 
of the acute symptoms to disappear, tending to 
persist several days, even in the mild cases. 

Weakness of the neck muscles is also an ex- 
ceptionally constant finding. If the trunk is 
lifted slowly by the arms the head falls back, 
sumetimes to the spine, even though the child 
is apparently making every effort to lift it. This 
symptom is of very great value, not enough 
stress having been laid upon it heretofore. Com- 
bined with spasticity of the posterior neck mus- 
cles, it is almost pathognomonic. 














January, 1918 


The mental condition in poliomyelitis is 
notable, and of diagnostic help, an extreme 
drowsiness commonly being present, out of pro- 
portion to the amount of temperature, yet with 
an unclouded sensorium which permits the child 
to be perfectly orientated when aroused, as he 
usually easily is. With the drowsiness there is 
an evident desire to be left alone, especially in 
the common spinal type of the disease. In the 
bulbar. cases, however, a different picture may 
be seen, either the mentality is extraordinarily 
acute or else the child is aroused with great dif- 
ficulty from his stupor. Sometimes delirium is 
seen. 


Hyperesthesia may be of three varieties, and 
in some form is quite constant. Either there is 
spontaneous pain in one or more of several situa- 
tions, the head, neck, abdomen, hamstring 
muscles or feet; or pain is caused by handling, 
especially by endeavoring to flex the head on 
the chest, or certain muscle bellies are tender to 
the touch; or lastly, the skin itself may be hy- 
persensitive. The pain may vary from that of 
the severest sort to that of the most trifling 
character and may last from days to weeks. 


The gait is noticeably ataxic in the uncom- 
plicated and preparalyzed cases and there is 
usually very evident disinclination to attempt 
to walk. This symptom, together with lack of 
co-ordination and consequent inability to hold 
objects, as well as the hypersensitiveness of the 
skin, is due to early involvement of the posterior 
horns. 

Finally, a muscular twitching or tremor, often 
confined to one extremity but sometimes involv- 
ing the whole body, to which Colliver* first called 
attention, is not infrequently seen. 

Of the general symptoms possibly the first one 
te be noticed is a change in disposition and a dis- 
inclination to play. A rise of temperature is 
seen in all cases, a rise which may not be high, 
and which has no characteristic curve, but which 
has occasionally been noted to reach 107 degrees. 
In a recently reported series* constipation was 
seen in 87 per cent of cases; anorexia in 77 per 
cent; irritability, often pronounced, in 66 per 
cent ; restlessness in 3 per cent; and urinary re- 
tention in 16 per cent. Chills are rare or absent; 
the pulse is usually fast; the respirations are not 
out of proportion to the temperature, unless in 
the bulbar cases; and convulsions occurred only 
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twice in 100 consecutive cases. Sweating is a 
more prominent symptom than in most febrile 
conditions of childhood and not infrequently is 
excessive, while occasionally other vasomotor dis- 
tutbances occur, such as unilateral flushing of 
one ear or cheek. Sore throat accompanies the 
onset in some instances and in others diarrhea 
with green stools and mucus may be the pre- 
dominating feature. 


The reflexes during the early days of the dis- 
ease are normal or after meningeal invasion oc- 
curs, somewhat increased. Before the occurrence 
of paralysis the reflexes of the extremity to be- 
come involved usually disappear. Not infre- 
quently loss or only diminution of one or more 
reflexes is the sole evidence of damage to the 
motor pathways. 

The continued course of the disease, after the 
acme is reached, is usually that of steady im- 
provement. In a few days or a week or rarely 
later, the acute symptoms begin to decline, the 
hyperesthesia becomes less prominent, though it 
may be one of the last to disappear, the exces- 
sive irritability subsides, the drowsiness is re- 
placed by a more nearly normal manner of sleep- 
ing and the child again takes an interest in his 
surroundings. Recovery is usually complete, 
providing the one complication so commonly seen 
does not occur. 

Not all cases show the familiar picture just 
described, the most common variation being a 
predominance of symptoms due to excessive 
meningeal irritation. In these instances the 
pain and tenderness may be extreme, retraction 
of the head occurs, Kernig’s sign may be present, 
rigidity may even mask paralysis and the case 
closely simulates an epidemic meningitis. Rap- 
idly progressive bulbar cases with hyperacusis 
or stupor and early respiratory involvement also 
offer difficulties in diagnosis, while the upper 
neurone type has characteristics of its own. 
The very mild infections also give trouble, any 
one or more of the symptoms delineated being 
absent. Under these circumstances aid must be 
sought in an examination of the spinal fluid. 

At any time the need of lumbar puncture be- 
comes evident in the presence of even slight rig- 
idity of the neck of acute onset, while during an 
epidemic even less is enough to warrant the pro- 
cedure, temperature and hyperesthesia alone be- 
ing sufficient indication of the need of further 
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investigation.” Though a specific diagnostic 
test of the spinal fluid is lacking, yet its exam- 
ination may be of great aid, as at least 90 per 
cent of poliomyelitis fluids deviate from the 
normal. A clear or somewhat opalescent fluid 
flowing out under slightly increased pressure, 
showing an increased number of cells, chiefly 
lymphocytes, and frequently an inconsiderable 
increase in protein content, are the most con- 
stant changes. A moderate cell count is the 
rule, 78 per cent of 127 cases recently reported 
by the writer* having a count under 75 cells per 
cubic millimeter. Such findings are of value 
both positively and negatively, in ruling out 
other conditions associated with signs of men- 
ingeal irritation, but at the same time pointing 
to the presence of definite pathology in the cere- 
bro-spinal axis. If meningeal invasion does not 
occur, the fluid remains unchanged. One may 
conclude from this that while a normal fluid al- 
most surely excludes poliomyelitis, it does not 
do so absolutely. Spinal puncture, however, of- 
fers the most valuable single procedure avail- 
able in the early diagnosis, but inasmuch as noth- 
ing its examination reveals can be considered 
specific, a clear knowledge of the early clinical 
manifestations of the disease is essential to its 
recognition.* Care must be taken to obtain a 
specimen free from blood, as the presence of 
the latter renders the fluid valueless for chemical 
and cytological examination. 


Continued observation of the non-paralytic 
eases does not often assist greatly in the diag- 
nosis, as the improvement shortly leaves nothing 
of a positive nature upon which to base an opin- 
ion. This should emphasize the value of an early 
lumbar puncture. The improvement is a point 
of confirmatory worth in differentiation, how- 
ever, as several conditions which may be con- 
founded with poliomyelitis do not show such 
amelioration. In a proportion of instances 
diagnosis before paralysis appears is impossible, 
the onset of the latter occurring too early in the 
disease or only after the most equivocal or un- 
recognizable preceding symptoms. 

Where paralysis has occurred, the diagnostic 
difficulties are lessened in the majority of cases. 
The best known, the most common and the most 
easily recognized paralysis is that resulting from 
bulbo-spinal attack, probably 98 per cent of all 
cases with paralysis being of that variety, though 
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the proportion varies in different epidemics. The 
moderately severe palsies are the easiest of diag- 
nosis, the muscular disability being quite ap- 
parent and the history of the preceding acute in- 
fectious symptoms characteristic. 

Mild, and especially mild sporadic cases, how- 
ever, are often overlooked because of the difficulty 
of appreciating that exceedingly slight paraly- 
sis, sometimes only an interference with the 
knee-jerks may be the sole remaining evidence 
of the disease, and also because demonstation of 
the paralysis, especially in young children, is 
not always easy. No case of suddenly develop- 
ing muscle weakness may be disregarded, no mat- 
ter how mild, and such instances must be looked 
upon as potentially poliomyelitis until they are 
proved to be something else. Any well defined 
local palsy in a child who has undergone an in- 
determinate illness should hint of infantile 
paralysis, in fact a mere lessening of muscle 
power, of ability to walk, or of the reflexes, 
should make one suspicious of the disease, more 
particularly if occurring after an acute illness 
with temperature, and especially in the summer 
or fall.’ 


The state of the reflexes is most important in 
the mild cases, diminution of both knee-jerks 
or of one while the other remains intact, offer- 
ing evidence of confirmatory value. The pres- 
ence of reflexes in the affected limb, however, 
does not vitiate a positive diagnosis, nor is abil- 
ity to walk incompatible with the paralytic form 
of the disease, even when the lower limbs are in- 


volved. 


Cases showing implication of the bulb alone, as 
are occasionally seen, are difficult of diagnosis, 
especially when only the face, one of the recti, 
or the pharyngeal muscles are compromised. The 
tendency is strong to find some cause other than 
poliomyelitis for the palsy. In these cases there 
is always a history of a preceding febrile dis- 
turbance pointing to an acute infection, rigid- 
ity of the neck is usually demonstrable, and in- 
terference with the knee-jerks frequently occurs. 
Examination of the spinal fluid under these cir- 
cumstances is almost sure to yield confirmatory 
evidence if the trouble is poliomyelitis. 


A group of cases offering unusual difficulties 
in diagnosis are those with a rapidly progres- 
sive course. These all have temperature which 
is likely to be high, 103 degrees or more. After 
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a short illness, with perhaps a slight remission, 
bulbo-pontine paralysis appears, or-a paralysis 
of an ascending or descending type. Some of 
these cases are so rapidly progressive that death 
occurs very early, always from respiratory in- 
volvement. Others show interference with speech 
or with swallowing or with the movements of the 
facial muscles, in some instances both sides of 
the face being involved. Synchronously or later, 
the respiratory apparatus becomes implicated. 
These bulbar cases often show an _ hyperacusis 
which is notable and quite different from the 
drowsy appearance and wilted expression of the 
spinal cases. 

If not seen until moribund, or if an opinion 
is desired even after death, the clinical diagnosis 
must rest upon the history of an acute infection 
with temperature and hyperesthesia, the develop- 
ment of difficulty in talking or swallowing and 
later in breathing and often with a clear men- 
tality almost until the end. In those instances 
in which respiratory paralysis is the marked fea- 
ture of the case, the respirations are usually in- 
creased somewhat in rate and may be dyspneic, 
while occasionally the breathing may be very 
rapid and superficial. With involvement of the 
accessory muscles of respiration the upper chest 
is peculiarly immobile and compression of the 
abdomen, thus limiting the excursions of the 
diaphragm, is followed by an increase in the 
dyspnea and even by cyanosis. Cough, if pres- 
ent, often lacks the usual expulsive force, either 
as a result of an absence of power due to respira- 
tory paralysis or to paralysis of the vocal cords. 

A diagnosis of pneumonia or of meningitis is 
often entertained in these pontine cases. The 
presence of paralysis of the face or of an ex- 
tremity, because of their comparatively easy 
recognition, are of the utmost help in diagnosis, 
while spinal puncture may be of assistance, to- 
gether with a physical examination to rule out 
pneumonia, bronchial asthma or cardiac affec- 
tions. 


The cerebral type is one of the uncommon 
forms of poliomyelitis and is particularly dif- 
ficult of diagnosis because of our inability to 
differentiate it from encephalitis due to other 
causes. Clinically these cases are characterized 
by convulsions, tremors, rigidity of the neck, 
spastic paralysis and increased reflexes. An 
acute febrile affection with the characteristics 
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mentioned may be diagnosed safely as an en- 


cephalitis, providing meningitis may be excluded, 


but only in times of an epidemic may the con- 
dition be regarded as due to the same cause as 
the more familiar spinal paralysis, unless there 
occur mixed forms of paralysis, spastic and 
flaccid varieties, in the same child, or unless 
evidence of bulbar involvement makes its appear- 
ance, under which circumstances a positive 
diagnosis is more likely to receive consideration. 

In conclusion, one wishes to emphasize the 
fact that while heretofore it has been regarded 
as permissable, even necessary, to await the ap- 
pearance of paralysis before committing oneself 
to the diagnosis of infantile paralysis, today 
such a course is not justifiable, else the possible 
benefits to be derived from serum treatment can- 
not be fully realized. Only when the latter can 
be administered before encroachment of the brain 
and cord occurs, may paralysis be prevented. 
Thus an endeavor must be made to arrive at a 
diagnosis at the earliest possible moment in the 
hope that timely recognition will permit the use 
of such curative measures as will rob the disease 
of its present all-too-frequent disabling and often 
fatal effects.® 
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PROGNOSIS OF INFANTILE 
PARALYSIS.* 
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CHICAGO. 

Hippocrates proclaimed the fact that he is the 
best physician who knows beforehand what is 
going to happen. The prediction of the succes- 
sion 6f symptoms is very much appreciated by 
the laity. If we can foresee dangers and predict 
fatal and favorable outcomes, the public does not 
blame us. Trousseau writes that “People for- 
give us more easily for allowing our patients to 
die than for having made a mistake as to the 
issue of the illness.” 





*Read before the Irving Park Branch of Chicago Medical 
Society, Nov. 4, 1917. 
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Poliomyelitis has shaken the family admira- 
tion of more than one of us. It is a disease in 
which before paralysis develops we wil have 
often assured the parents that their child just 
has a little digestive upset, tonsilitis, a cold, 
la grippe, or possibly something more serious— 
typhoid, rheumatism, neuritis, appendicitis, dys- 
entery, pneumonia. Then comes on paralysis, 
the clouds fade away as far as diagnosis goes, 
but the memories of the parents remain and the 
conviction of our superior intelligence is blasted. 

We need to be very guarded in our words when 
called to a child in summer and autumn seasons 
who presents meningeal irritation. Headache, 
stiffening of the neck, falling back of the head 
when raised up, pain on flexion of the back, 
peculiar gait, tendernéss, pain, twitching, perspi- 
ration, drowsiness, hypersensitiveness, irritabil- 
ity, with possibly a Kernig or Brudzinski, with 
some increase or decrease of the reflexes are car- 
dinal features. 

If these present themselves be very guarded 
until you know the results of a lumbar puncture, 
and if it is negative you may still be in doubt. 
The diagnosis being made before paralysis, the 
first questions are going to be: Will my child be 
paralyzed ; will he live through, and do you think 
there will be much paralysis; can you not pre- 
vent it? 

We may generalize and say a large percentage 
of cases do not become paralyzed, but in a par- 
ticular instance we can’t absolutely say. The 
severity of symptoms of onset bear no relation to 
paralysis. Of course, as to his outcome you can’t 
hint because you don’t know where the lightning 
will strike. As to the prevention of the paralysis 
the immune. serum, the serum of Nuzum and 
Willys and of Rosenow give us some hope. They 
report encouragingly. We will do all we can to 
prevent it. Early and frequent convulsions may 
point to encephalitic involvement, but not always. 

The paralysis developed, the prime question is 
as to life. Here we have to be guarded again. 
We know the mortality rates vary from 6 or 7 
per cent. to 43 per cent., depending upon years, 
localities and various conditions. Last year our 
hospital mortality was around 8 per cent., while 
this year it is nearer 27 per cent. It is said 


children have a better chance for life than adults. 
In Wickman’s cases the mortality was 11.9 per 
cent. under eleven years and 27.6 per cent. be- 
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-tween twelve and thirty-two years. I have had 


six cases over eighteen years old and two died. 
This season in the hospital we had three men 
over twenty-one years and all died; three women 
over twenty-one years have all lived. 

As to the individual case there is no royal 
road to prognosis. We can think that certain 
ones will recover and we can tell more correctly 
the cases we think are going to die, as death is 
usually due to respiratory involvement. I know 
of no disease where death seems to depend so 
much on one factor—that of respiration—as does 
poliomyelitis. One difficulty comes here in tell- 
ing which cases are going to develop respiratory 
paralysis; whether paralysis will extend after it 
has appeared or not. Sometimes it extends for 
six or seven days and I have seen respiratory 
paralysis develop after ten or eleven days. How- 
ever, in the great majority of cases the paralysis 
reached its maximum early. When the inter- 
costal and diaphragm are both involved death 
almost always ensues. When the diaphragm 
alone is paralyzed, death may not occur, but it 
usually does. When the intercostal and acces- 
sory muscles of respiration are involved and not 
the diaphragm, the outlook is a little better, but 
not in any way hopeful. Every now and then 
we see respiratory cases recover, but we sort of 
brag about them when they do. This season our 
hospital has had over one hundred respiratory 
cases and a bare ten are yet alive. Death may 
ensue very quickly. Some cases are sick less 
than twenty-four hours. In the fatal cases of 
respiratory involvement the hours of life are 
usually few after the muscles of respiration are 
involved, usually less than seventy-two. Most 
of these cases are conscious to the last moment 
and life may be prolonged by artificial means. 
These cases sometimes exhibit a pulmonary 
edema and a throat rattling, while others do not. 
The weeks following the respiratory involvement 
are attended with great danger of bronchitis and 
pneumonia and three of our cases died after six 
weeks of illness. Many that apparently over- 
come a respiratory paralysis, I imagine, will later 
on show dyspnea on the least exertion, and when 
a pulmonary infection occurs, will be at a great 
disadvantage in not being able to cough with 
good effort. I cannot see that the distant future 
of a poliomyelitis respiratory case is very hopeful. 

Not all deaths are due to respiratory failure. 
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I have seen deaths with temperature of 110 
degrees and convulsions with no respiratory in- 
volvement. In a few I have seen cardiac failure 
with medullary involvement apparently cause 
death. Enterocolitis carried away about three 
per cent. Pneumonia causes a few deaths with- 
out respiratory paralysis and is nearly always 
fatal in respiratory cases. Noma caused one 
death for me. Now and then some other sick- 
ness with poliomyelitis will be a deciding factor, 
as pertussis. Tetany manifestations make a 
serious outlook. Death, as a rule, occurs between 
the third to seventh days. After ten or eleven 
days the danger of death from poliomyelitis it- 
self lessens very much. These deaths are apt to 
be complications. 

The Nuzum serum as given did not lower our 
general mortality. In selected cases Dr. Nuzum 
showed a mortality of 11.3 per cent. and even 
lower in another group. Such a selection is 
hardly fair. I could make a selection of a hun- 
dred cases with no mortality, these treated more 
or less expectantly. Dr. Rosenow’s mortality at 
Des Moines, where he used his serum, was a little 
higher than our mortality this year. I should 
like to see these serums given a trial before 
paralysis develops. 

The most hopeful and least damaging is the 
facial type. Uncomplicated, all my cases, eight 
in number, have lived and most of them exhibit 
little deformity except when crying or laughing. 
When combined with other paralysis the prog- 
nosis depends on that complication. Our ataxic 
cases have all lived and include five cases. The 
gait has usually improved. We had several cases 
that resembled the so-called neuritic type. They 
all lived, but suffered for weeks from pain in the 
paralyzed extremities. This pain seemed worse 
at night. 

The Landry’s type is very fatal and it is diffi- 
cult to say early whether a case is going to be of 
the Landry type or not. A lesion high up in the 
cord is more dangerous than one below the fourth 
or fifth cervical. Most all fatal cases have a 
lesion in the cervical cord or medulla. 

The meningitic and encephalitic cases are 
quite serious. I have had five cases of the en- 
cephalitic type and four died. These have high 
fever and convulsions very often. Of the cranial 
nerves to be involved the tenth, ninth and twelfth 
are by far the most dangerous to life, because 
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of their important supplies. Involvement of the 
others does not seem so serious unless complicated 
with other paralysis. All spinal cases, unless 
in the region of the fourth cervical, are favorable 
to life. The vital spots of the poliomyelitis virus 
are the third, fourth and fifth cervical and the 
medulla. 


Paralysis of the arms causes more worry than 
one of the limbs, because it is nearer the fourth 
cervical region and I do not think I have seen 
a respiratory case without arm involvement. 
Ruhrih, Peabody, Draper and Douchez mention 
that patients who are profoundly ill and who 
have alert cerebration, practically all die, whereas 
stuporous cases are rarely fatal. One should not 
confuse irritability with alert cerebration as ir- 
ritability is a good sign. 

Stupor in my cases has not been a favorable 
omen. Convulsions, delirium or stupor in our 
wards have been bad omens and are rather in- 
frequent. 


We can only prognose in general as to whether 
the paralyzed muscles will recover or not. I 
believe that the outlook is much better in a young 
child than in an adult. Roughly speaking, the 
more complete the paralysis at the onset the more 
likely it is to be very slow in recovering, but 
exceptions are many. One with a complete 
paralysis may walk in three months, while an- 
other with a little one-muscle paralysis does not 
improve at all. The paralysis usually takes place 
by the third or fourth day of the disease and 
very seldom develops after the eighth day. I 
know of but a few instances where it seemed 
about two weeks. Most cases, however, recover 
considerably and the atmosphere of the polio- 
myelitis ward after the first week is usually 
optimistic. Each day you come around some 
little child will say, “See, doctor, I can move my 
foot or my arm.” “I can sit up.” “See, doctor, 
I can stand today,” or “Doctor, I can feed my- 
self today,” or the nurse will record certain new 
antics and developments. There are very few 
cases of poliomyelitis no matter how complete 
their paralysis that cannot wiggle toes and fin- 
gers and to me it is a point against the diagnosis 
if the toes and fingers are immovable. An early 
return or improvement in absent or weakened 
reflex is a favorable omen. 

A very rapid pulse in poliomyelitis itself, that 
is, over 135 or 140, is discouraging, as is respi- 
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ration over 55 or 60. You may realize your case 
is a sick one when the pulse runs above 140 and 
respiration above 50. Fever seldom is a factor; 
in certain cases it runs high and they are usually 
severe cases and often encephalitic cases. 

As far as I know the blood count or spinal 
fluid count bear little on prognosis; a high cell 
count in the fluid may accompany severely 
paralyzed cases or not. Blood pressure we have 
studied very little. Beware if your case cannot 
ery or holler, if the cough is very weak, if the 
lips get a little blue when you disturb it, if your 
patient cannot swallow or chokes on swallowing. 
These signs usually mean phrenic or bulbar in- 
volvement and are serious. Tympany is also a 
prominent feature in bad cases. As to complete 
recovery and restoration, I have no personal 
knowledge, but from statistics it varies. In the 
Massachusetts epidemic of 1910, 16.7 per cent. 
made complete recovery. If complete recovery fol- 
lows it usually does so inside of two months. After 
this complete restoration of function is rare. It 
may appear complete, but examination will show 
it is partial. Just how long paresis or paralysis 
may last in some cases is doubtful. There may 
be a little paralysis for a few hours only or a day 
or two. Dr. E. K. Armstrong, who has visited 
a number of our last year cases, informs me that 
about sixty per cent. are crippled. 

Rapid atrophy is a bad omen. Electrical re- 
action may give some light on prognosis of 
muscle restoration, but it seems this electric 
question needs careful study. Development of 
bed sores early, unless case is a neglected one, 
usually means a serious cord lesion. 

The outlook for restoration depends also much 
upon proper treatment. After poliomyelitis it 
has been claimed that cord affections and frac- 
tures of bones are more apt to follow. 

Finally, after all, let us be as hopeful and 
optimistic as possible in our prognosis of this 
disease which strikes terror into the hearts of 
parents and which means a restricted life for 
most of its victims. 





POLIOMYELITIS* 
CLARENCE W..East, M. D., 
EVANSTON, ILL. 
All observers are much encouraged by recent 
serological developments in the study of acute 


*Read before the Douglas Park Branch, Chicago Medical 
Society, Oct. 16, 1917. mane 
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poliomyelitis. The very success of those develop- 
ments is making more imperative, if possible, 
our obligations in regard to this disease. This 
is seen in respect to both early diagnosis and 
early after-care. 

I. Early Diagnosis. All are agreed that cur- 
ative sera in poliomyelitis follow the rule of all 
biological therapeutic agents, i. e., that the 
earlier they are administered the better the re- 
sults. Sera, however efficient, cannot restore 
already destroyed anterior horn cells any more 
than diphtheria antitoxin can restore already 
destroyed myocardial cells. There is too fre- 
quently found even when poliomyelitis is 
suspected an attitude of waiting for paralysis 
to develop before a diagnosis is made. Aside 
from the disastrous effect upon public health in- 
terests which this attitude produces in the fail- 
ure of early case isolation, it cannot afford sero- 
logical effort a fair show. Furthermore the 
disease is still largely overlooked until too late 
for brilliant results in abortive treatment. 
Therefore, anything which can be done to assist 
early diagnosis of acute poliomyelitis is well 
done. 

We make no claims and look for no attain- 
ments of infallibility in the early diagnosis of 
acute poliomyelitis, but we do believe that re- 
liability according to the standards of practice 
in other disease entities may be achieved. We, 
therefore, present the method followed by us, 
realizing that nothing original or new is hereby 
offered. 

1. We keep in mind that acute poliomyelitis 
is with us. Not only did we have a serious out- 
break in I'linois last year, but we have a serious 
outbreak this year. The northeastern part of 
the state has suffered more severely than it did 
last year. The epidemiology of this disease re- 
veals that elsewhere it has recurred in extensive 
outbreaks for a series of years, notably in New 
York from 1907 ’till 1916, in which latter year 
it reached a disastrous climax. On the basis of 
these facts it is not unreasonable to expect the 
disease to recur in Illinois at intervals of from 
one to three years for some time to come, and 
for it to tend toward a climax in both morbidity 
and virulence. Thus, having the disease estab- 
lished among us, we can well be on the alert 
especially during the period of its greatest sea- 
sonal incidence. 

2. We are assisted in early diagnosis if we as- 
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sume a neurologic point of view toward suspi- 
cious cases. We are aware that the disease af- 
fects lymphatic and other tissues as well as 
nerve tissues, but so far we are obliged to re- 
gard it as marked in tendency to affect nervous 
tissues. Therefore, we shall have a nervous 
symptomatology. 

A fundamental consideration in the diagnosis 
is that it is the entire neurologic picture which 
is important and convincing ; we have no pathog- 
nomonic symptom or sign, but we do have a 
complete picture which becomes more convinc- 
ing, even strikingly so, as our experience in- 
creases. 

How is this complete picture secured ? 

A diagram is made under the following head- 
ings: Neurological, Respiratory, Gastrointes- 
tinal, Cardiac, Renal, Miscellaneous. 

History is carefully taken chronologically for 
a long enough period previous to the onset of 
actual illness to show any morbid conditions. 

History is continued from the onset of ill- 
ness. This history should include every avail- 
able item of the patient’s status during both 
day and night. Each item should be entered 
under its appropriate heading. The results of 
a complete physical examination should be re- 
corded in the same way. 

The very great majority of cases which are 
poliomyelitis will show a convincing picture in 
both the quantitative and qualitative neurologic 
findings. For example, such neurologic findings 
will be first, pain. Headache and backache are 
very uncommon in children and always demand 
interpretation. They are common in poliomyeli- 
tis. Tenderness along the spine and limbs is 
frequent. Drowsiness with twitching during 
sounder sleep is common. A moderate rise in 
temperature with evidence of marked vital de- 
pression is a neurologic syndrome in this disease. 
Ataxia commonly appear quite early. Pareses, 
phonic, deglutitional, vesical and of the bowels, 
are frequently seen. Diminished deep reflexes 
with Kernig’s and Brudzinski’s signs are ex- 
tremely important. The neck and back stiffness 
is nearly always to be found. Sore throats occur 
and diarrhea is occasionally seen. 

This summary of our chart, when analyzed, 
shows that the majority of the findings in both 
number and significance are neurologic, and 
furthermore, that those under other headings are 
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best explained by the primacy of the neurologic 
element. 

Added to this examination should be the ex- 
amination of the spinal fluid, as to clearness, 
pressure, cell count and morphology, bacterial 
and protein and Fehling’s reactions. In regard 
to the examination of the spinal fluid, I believe 
that reliance should be placed as in the physical 
examination, on the whole picture and not on a 
single element. 

I am aware that in the state at large it will be 
a long time before the results of spinal puncture 
will be sought as a general procedure, notwith- 
standing their importance. We, therefore, urge 
with confidence the very highly satisfactory re- 
sults which may be gotten from a careful an- 
amnesis and physical examination, especially 
when the neurologic viewpoint is sustained. 

2. Early Aftercare. The utmost success even 
in specific therapeutics will still leave an ecor- 
mous task in after-treatment. 

A certain percentage of cases is always present 
which have so slight a preparalytic symp- 
tomatology as to be practically negligible. These 
cases paralyzed and frequently deformed de- 
mand an intelligent aftercare. 

Another important percentage of cases is in 
families either economically or intellectually out 
of touch with medical science. These patients 
are first seen in a paralyzed condition. 

Diagnostic impossibilities and failures account 
for another important percentage of paralyzed 
cases past need of or benefit from abortive ther- 
apy and in need of reconstructive effort. 

Emphasis is placed on “early” in this discus- 
sion. It is early aftercare in which the State 
is particularly interested. Orthopedists are a 
unit in the doctrine that operative procedures 
are not indicated until after at least two years 
of properly directed effort. In that time in many 
cases the need for operations may be avoided, 
and in many other cases much simpler orthopedic 
treatment will be indicated. 

The early aftertreatment of the results of 
poliomyelitis goes forward on three considera- 
tions: 

1. The necessity and value of rest. 

2. The prevention of deformity. 

3. The retraining of the paralyzed muscles. 

1. The value of rest can hardly be overem- 
phasized. Among the earliest facts known about 
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poliomyelitis is that of the tendency of paralysis 
to disappear from many muscles at first involved. 
This tendency was formerly stated as being 
present for sixty days. It is now believed to be 
present for two years. A full year of compar- 
ative rest is an undoubted advantage. 

One of the sad experiences in the observation 
of a considerable number of these patients is to 
note the secondary slump that so many of them 
suffer by reason of both voluntary and thera- 
peutic overactivity. The first three months much 
credit is taken by practitioners for the improve- 
ment which nature achieves, after which period 
by reason of overactivity a secondary slump with 
serious overstretching of muscles and production 
of flaccidity and atrophy often supervenes. 

2. Prevention of deformity is to be expected 
in the early care of all these cases. It should be 
achieved from the first by maintaining paralyzed 
parts in a condition of muscular neutrality by 
the use of simple supports and braces. Foot and 
shoulder drops, knee and hip contractures, hand, 
arm and wrist flexures can be prevented by very 
simple appliances which any physician can ex- 
temporize. 

3. The treatment goes forward on an anatomic 
diagnosis of the residual paralysis. It is always 
to be remembered that infantile paralysis is a 
selective, residual and usually flaccid paralysis. 
It commonly leaves affected only a part of a 
muscle, a single muscle or muscle group. 

Methods of precision in the testing of muscle 
strength will reveal widespread muscle weak- 
nesses. However, a predominating single muscle 
or muscle group weakness is the rule. This 
should be treated as discretely as a morbid dental 
condition. In the latter not the whole head or 
the whole mouth is the object of therapeutic 
attack, but the pathologic tooth only. 

So the morbid muscle should be isolated in 
our therapeutic efforts and other neighboring 
muscles, especially opposing muscles, should 
even be left to loaf. Simple light massage of the 
good muscles is permissible. They do not need 
development. Indeed, it is better that they be 
induced to wait as far as possible for the de- 
velopment of the weak muscles. 

Muscular parity is to be sought that the ten- 
dency to deformity may be minimized. 

Actual retraining of paralyzed muscles is to 
be delayed until all pain has subsided and is to 
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be earried out within the limits of fatigue. It 
is not how much is done as much as the proper 
things to be done which should guide our effort. 

We are to bear in mind that we are under- 
taking not a gymnastic but an educational effort. 
Fundamentally we are teaching the patient to 
re-establish cerebral innervation in his muscular 
efforts. He is endeavoring to find new transfer 
paths in the motor cord cells. Under proper 
conditions of rest and nutrition some of the an- 
terior horn cells involved in the poliomyelitis 
may have recovered. Others may not have been 
attacked or seriously injured. These to a very 
satisfactory degree may be trained to function. 
Indeed, improvements are achieved even after 
some years have elapsed. 


Could each patient come into the hands of 
practitioners who would grasp the foregoing 
simple principles and have patience and op- 
portunity to apply them, the aftertreatment of 
infantile paralysis would be on a very satisfac- 
tory basis. 


We find that mothers in homes of very moder- 
ate circumstances are able to carry out the sim- 
ple exercises necessary for muscle restoration. 
And that with physicians co-operating, we may 
forestall the enormous dependency which will 
surely result if these victims, appearing in such 
large numbers among us, do not have a proper 
early aftercare. 





POST-OPERATIVE TREATMENT OF 
SURGICAL CASES.* 


ALBert J. OcHusNner, M. D., 
CHICAGO. 
[ Abstract. ] 

The paper directs special attention to the im- 
portance of removing all decomposing material 
from the alimentary canal previous to the opera- 
tion, by a large dose of castor oil given twelve to 
twenty-four hours before the time of operation 
together with a large enema. The patient is 
then given only broth until the time of operation, 
in order not to re-introduce decomposing ma- 
terial which would be likely to ferment and cause 
gaseous distension. 

Attention is also directed toward the wisdom 
of reducing traumatism to a minimum during 
the operation, as well as exposure of the patient. 


*Read before the Chicago Medical Society, Dec. 12, 1917. 
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These precautions are taken in order to make 
after-treatment unnecessary for pain, gaseous 
distension, nausea and vomiting, which are likely 
to occur in case these precautions are not taken. 

The following rules for after-treatment, which 
have been established for the use of House Sur- 
geons at the Augustana Hospital, were discussed 
in general. 

Give hot water by- mouth and _proctoclysis 
directly after operation. 

For distension of abdomen, nausea or vomit- 
ing, make gastric lavage. 

For high temperature apply ice coil over 
heart. 

For rapid pulse apply ice coil over heart, and 
give normal salt transfusion. 

For bronchial irritation elevate head of bed 
12 to 18 inches, give normal salt transfusion and 
proctoclysis. 

For peritonitis or pain apply therapeutic 
lamp over abdomen, elevate head of bed, give 
normal salt transfusion and proctoclysis. 

For extreme shock give transfusion of whole 
blood by N. M. Percy’s method. 

Give broth, beef tea or gruel on 3rd day, ex- 
cept in peritonitis and in operations on stomach 
or intestines. 

Give soap suds or normal salt enema every 
a. m. except in peritonitis and in operations on 
stomach or intestines. 

Give soap suds or normal salt enema every 
a. m. except when causing irritation. Castor 
oil on 10th day after operation. 

Never move patient to dressing room unless 
in good physical condition. 

Never leave patient lying on cart in the hall 
waiting for dressing or operation. 

In cases in which hemonstatic clamps are left 
in the wound, loosen forceps on second evening; 
remove on following morning. 

Remove superficial stitches on 6th day; deep 
ones on 12th to 15th day. 

Remove goiter drains, prostatectomy drains, 
mamectomy drains on second to fourth day. 

Remove gall-bladder tampon on fifth day; 
cholecystectomy and appendectomy tampons on 
seventh to tenth day. 

Remove vaginal tampon, clean cases on fifth 
day ; endometritis second day. 

Give no drugs except after consultation. 
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A PSEUDO-APPENDICITIS UNCOVERED. 


Wa. F. Grinsreap, M. D. 
CAIRO, ILL. 


Before the surgical section of the American 
Medical Association at Detroit in June, 1915, I 
heard a paper read by F. Gregory Connell, of 
Oshkosh, Wisconsin, on the subject of “Pseudo- 
Appendicitis.” It interested me so much that 
when it later appeared in the Journal A. M. A., I 
read the paper in detail. Still later when the 
section proceedings came out in book form I 
read it again. There was much insipid data in 
it which, to my mind, could serve no useful pur- 
pose; but there was a large kernel in the nut 
which has a genuine practical value. It seems 
paradoxical and negative that practical knowl- 
edge could be thrashed out of a subject that has 
no existence. 


In reality it was shown, and is a fact, that 
pseudo-appendicitis is not appendicitis. Then 
why coin the hyphenated word? Because it 
rivets attention upon a condition that simulates 
chronic appendicitis and presents an ensemble 
of symptoms that is misleading. 

Too many patients have been operated on for 
appendicitis who were not cured. The operation 
wound healed promptly but the pre-operative 
symptoms have gone right on. This has been 
especially true in the work of the would-be sur- 
geon—the near surgeon—the amateur fellow 
who has a license but who has never been espe- 
cially trained for surgery. That great Baltimore 
surgeon, Dr. J. M. T. Finney, in a recent ad- 
dress stated that “there is a great difference be- 
tween the conscientious, trained surgeon and the 
commercial operator.” The latter has an old 
knife; which can be cleaned by boiling, and a 
needle and thread. The eternal principles of 
Lister have assured him that he can open a 
belly, go in and flounder around a few minutes, 
get out again, sew up his incision and escape 
a funeral. This is an impressive ceremony and 
often profitable. 

He reminds us of the frontier medicine-man 
in the story I have told some of you but which 
is too frivolous for a repetition before a dignified 
body like this. He exlaimed, “Hail Columbia, 
happy land; if I ain’t a surgeon I’ll be damned.” 
An occasional pain in the belly is sufficient evi- 
dence for a diagnosis and an operation. This 
class need not include the plain grafter who 








will operate on any unsuspecting “guy” who 
thinks he is sick, falls into his snare, has the 
price and will submit. I think you know who I 
mean without my going into details that might 
make some visitor present, not a member of 
course, feel like I meant him. 

In these days of scientific precision and nu- 
merous means available for accuracy in diagnosis, 
men in surgery can no longer justify themselves 
in haphazard conclusions and make abdominal 
sections which do not reveal the disease nor cure 
the patient. On the contrary, as pointed out by 
Dr. Connell, as long as a 10 per cent mortality 
attends hospital operations for appendicitis, it 
points to somebody’s ignorance or neglect. The 
operative treatment for appendicitis is so safe 
when done in the right way and at the right 
time, that a fatal issue should not occur more 
than once in, perhaps, 200 cases. If, after a 
careful inquiry into the history of a case, a care- 
ful physical examination to which modern means 
for differention have been summoned, error has 
crept in and is revealed at the operating table, 
what is the surgeon’s duty? The answer is that 
he should explore that abdomen from top to but- 
tom, from side to side, including the pelvis. This 
does not mean that abdominal sections should 
be employed as a routine diagnostic measure. It 
means that glaring error should be cleared up, 
if possible, while the belly is open. Such an ex- 
ploration will often correct the error in diagnosis 
and enable the operator to cure the patient in 
spite of his mistake. If he cures his patients he, 
for the most part, will be forgiven for his error, 
escape criticism for ignorance and a_ possible 
suspicion of dishonest money-getting. More 
than once I have found an innocent looking ap- 
pendix which had been unjustly accused by 
diagnosis and could not possibly explain the pa- 
tient’s symptoms. Then I have enlarged my in- 
cision, which I usually make through the lower, 
tight rectus muscle, so that I can introduce my 
hand. The gall bladder and stomach were ex- 
plored; the colon inspected for Jackson’s mem- 
brane; Lane’s kinks hunted; bands of adhesion 
from whatever cause, and other obstructive con- 
ditions sought. If the patient was a female the 
uterus and adnexa have been palpated and in- 
spected. Tuberculosis, syphilis, malignancy 


and espinal lesions, gastro-enteroptosis and neu- 
rasthenia are apt to be identified by the history 
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and x-ray. The modern, highly perfected x-ray 
machine with its fluoroscopic exposures, both in 
the vertical and horizontal positions, are afford- 
ing invaluable information relative to all kinds of 
obstructive conditions in the alimentary tract 
and prolapsed viscera. In the discussion which 
was brought out by the paper above referred to, 
Dr. Laplace of Philadelphia laid stress upon im- 
pactions of the cecum and the filtration of toxins 
that cause neurasthenia and precede and follow 
enteroptosis. He said that typhlitis, formerly so 
much talked of, had been obscured by the more 
common appendicitis, until we were losing sight 
of its existence to the detriment of our patients 
and of surgery. 


At this juncture I wish to report a case of in- 
tense interest to me and which serves to bring 
out, in a most impressive manner, one phase of 
the subject under consideration. 


In the spring of 1916, a school boy complained 
of pain in the appendical region. A little rise 
of temperature showed at intervals. The jar of 
walking and the physical effort at steering his 
motor car were painful. He was taking a com- 
mercial course in Brown’s Business College but 
would remain in bed half a day at a time and 
miss school which was unlike a boy of that age. 
Nothing could be felt through the abdominal 
wall. He complained of a little tenderness on 
pressure. 

I could make nothing out of it but a “bum 
appendix,”* pardon the slang. He and his in- 
telligent parents readily consented to operation 
although he was the only child they possessed 
and at their age they did not expect another. We 
operated in April, 1916. The appendix appeared 
somewhat thickened, hardened, elongated and 
injected but this macroscopic pathology seemed 
out of proportion to his symptomatology. He 
made a prompt and uninterrupted recovery but 
in a few weeks his former symptoms returned. 
He alleged severe pain under the scar from the 
operation wound. Nothing could be felt. I told 
him that adhesions might be pulling or a chromic 
gut stitch used in closing the abdominal fascia 
had not absorbed properly. I gave him laxatives 
and digestion promotors to free him from gas 
and constipation. Instead of improving his 
symptoms grew worse. A rise of temperature 
came daily. We put him back in hospital for a 
week and tried out the tuberculin test which was 
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negative. One day in October, same year, he 
and his parents called to say that they were on 
their way to Chicago to consult a specialist. They 
asked me whom I would recommend. I told 
them whom I would consult. Moreover, I told 
them that I would be in Chicago a day in latter 
part of that week enroute to the Clinical Con- 
gress of Surgeons in Philadelphia, and would be 
glad to learn the verdict. Then they declared 
they would not see the specialist ’till my arrival 
if I would go with them to his office. To this 
proposition I gave assent. They met me at the 
train and stated that they had arranged an ap- 
pointment to see the specialist at the Hospital 
where he spent his forenoons. We were soon 
in the presence of one of the most noted intern- 
ists in America and his team of satellites. They 
shelled him out of his clothing and went over 
him from his head to his heels. They found 
nothing of note except his tonsils protruded 
from the pillars of his fauces. They asked to 
keep him a week which was unhesitatingly 
granted. I was absent from home for about ten 
days. Soon after my return I received a letter 
from the Doctor reporting his findings. He 
took the pecaution to mail a copy of his letter 
to the father of the patient. Two interpretations 
may reasonably be placed upon this diplomacy. 
He had referred the boy to another specialist 
who had removed.his tonsils, charged him just 
four times the fee I regularly get for exactly 
the same stunt by the Sluder method and sent 
him home. Our first specialist\thought he had 
put his finger on the source of infection which 
caused the temperature. He thought the pain 
- complained of was a neurosis and mainly the 
product of mental concentration. I will read 
you his letter but will not give you his name 
because he is a man whom the medical profes- 
sion of America should honor and protect. (Let- 
ter read.) 

In two or three weeks the boy’s symptoms re- 
turned. Both pain and fever increased until 
he could not run his car or go horseback riding 
in comfort. His evening temperature sometimes 
reached 102 degrees. In desperation the father 
brought the patient back to know if nothing 
more could be done. I told him that, notwith- 
standing the national reputation of our internist 
who was an author and distinguished teacher, 
I did not believe the boy’s tonsils had produced 
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his fever nor that his pain was a neurosis. I ad- 
vised that he re-enter St. Mary’s Hospital and 
allow me to open his belly again and make a 
thorough exploration of the abdominal viscera, 
especially of the lower right quadrant. They 
did not hesitate to accept my advice. I ran an 
incision around the scar from my section just 
eight months previous and dissected it out to see 
if it enclosed any pathology or un-absorbed 
chromic gut. It proved to be perfectly healthy. 
When I pulled up the cecum I noticed some tiny 
tubercles dotted about over it but no adhesions 
anywhere. Examination of the colon and ilium 
was negative. I then started exploration of the 
mesentery and soon detected a lump in that of 
the cecum, large as the terminal phalanx of my 
little finger, then another and another ’till I 
located eight. I carefully dissected them all out, 
tieing small vessels and closing the incisions with 
small cat gut. The abdomen was clesed with- 
out drain. My tray of nodes resembled sections 
of boiled shrimp shelled out. I sent them to my 
pathologist for microscopic examination and to 
make a culture but he was sick and let the speci- 
mens spoil. I then turned the patient over to 
my associate, Dr. Roy E. Barrows, with the re- 
quest that he put him through a six months’ 
course of tuberculin hypodermically. Patient 
took six months of it. His fever never returned, 
he has put on several pounds in weight and only 
occasionally feels slight pain. He is now in a 
military school in the mountains, the best. pos- 
sible place for him. I am now convinced that I 
removed a tubercular appendix at my first opera- 
tion and tubercular glands at my second and 
have cured my patient. 

Cairo, Tl. 





WAR WORK OF AMERICAN MEDICAL 
WOMEN.* 


E1izA M. Mosuer, M. D. 
BROOKLYN, N. Y. 


The second annual meeting of the Medical 
Women’s National Association, Dr. Bertha Van 
Hoosen of Chicago, President, was held in New 
York City, June, 1917. In view of the pressing 
need of physicians and surgeons in the War 
Zone and in the devastated districts of Europe, 

*A resume of the first quarterly report of the chairman of 


the Women’s Hospitals Committee to the Medical Women’s 
National Association. 
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a War Service Committee was appointed by the 
Association to deal with the situation. This 
body created an Executive Committee with de- 
fined powers, of which Dr. Rosalie Slaughter 
Morton was unanimously elected chairman. Dr. 
Morton’s selection for this post was a wise one. 
The Serbian Government had bestowed upon her 
a decoration for her service in that country. In 
France special privileges had been given her to 
inspect and study the French hospitals, and 
after returning home from foreign duty she has 
still kept in close touch with the work. 


Mr. Leo. Schlesinger, of New York City, 
placed at the disposal of the Committee a suite 
of rooms in his office building, 637 Madison 
avenue, admirably suited to its purpose, and 
there early in June the Committee was installed 
and intensive work began. Before the Commit- 
tee had completed its organization, Dr. Frank- 
lin Martin, Chairman of the General Medical 
Board of Washington, asked for an outline of 
its plan of work. This outline which Dr. Mor- 
ton presented in person, received the unanimous 
approval of the Board and Dr. Morton was ap- 
pointed a member of it and Chairman of a com- 
mittee of nine women physicians from different 
parts of the country, who were selected from a 
list of twelve submitted to Dr. Martin. 


This Committee of Women Physicians of the 
General Medical Board may be regarded in the 
light of a congressional committee, its contitu- 
ency being the women physicians of the United 
States. If the latter wish to have force and ef- 
ficiency, organization is necessary. This com- 
mittee of nine members is not permitted to in- 
crease the membership of the General Medical 
Board ; obviously, therefore, it could not encom- 
pass the extensive work now going forward un- 
der the American Women’s Hospitals, which it 
is hoped, the general co-operation of women 
throughout the country will make even more ex- 
tensive and thorough, and consequently of more 
value to the General Board. We are now in a 
position to supply the data necessary to supple- 
ment that on the cargs sent out from Washing- 
ton, and on file there. 


Copies of the outline prepared for the General 
Medical Board were laid before Col. J. R. Kean, 
Director of the Department of Military Relief 
of the American Red Cross and the Surgeon 
General of the Army, General Gorgas. They 
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both expressed the greatest interest in and ap- 
proval of the work, General Gorgas said that if 
the war continued for any length of time, the 
services of every woman doctor in the country 
would doubtless eventually be needed. 

To anticipate this need, the plan of the work, 
with registration blanks, was mailed to 5,000 
medical women, asking them to enroll. On 
October 6, at the time the first quarterly repor. 
of the American Women’s Hospitals was issued, 
115 women had registered as follows: 

1, Women’s Units, 150; 2, Women’s Units to 
Allies armies, 110; 3, Service in established 
Units, 103; 4, Maternity Units to devastated 
regions, 84; 5, Village practice, 25; 6, For serv- 
ice in any of the above five, without choice, 110. 
The registration blanks are still coming in and 
it is hoped that every woman physician in the 
country will record herself as being willing to 
serve her country in its hour of need. 

Dr. Esther Lovejoy of Portland, Oregon, and 
Dr. Alice Barlow, of Winnetka, Ill., are now 
making a study of civilian conditions in France 
for our War Service Committee and the following 
doctors, members of the American Women’s Hos- 
pitals have been sent by the Red Cross to the 
other side. 

Esther L. Blair, M. D., Pittsburg, Pa., 
Women’s Medical College of Pennsylvania. 

Dorothy Child, M. D., Johns Hopkins Uni- 
versity. 

Florence Child, M. D., Johns Hopkins Uni- 
versity. 

Edith Lyon Heard, M. D., Women’s Medical 
College, Pennsylvania. 

Mary Nevin, M. D. 

Esther E. Parker, M. D., Cornell University. 

Helen L. H. Woodroffe, M. D., Denver Home- 
opathic, 1900. 

Marion C. Stevens, D. D. S., Tufts College. 

Ida R. Shields, M. D., University of London, 
England. 

Laura C. Wiggin, Anesthetist. 

(Many more American medical women have 
gone abroad since this list was compiled.) 

In September the Red Cross asked for two 
units of women doctors to go immediately to 
Roumania. Their departure has been delayed 
for diplomatic reasons, incident to the situation 
in Russia. There are also in readiness forty 
doctors, who may be called within the next thirty 
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days, and units have been arranged which can 
be mobilized within a few hours. 

The women doctors present an attractive ap- 
pearance in their uniforms, which were planned 
by Dr. Morton at the request of the Red Cross. 
The lines of the Red Cross uniform for men are 
followed, and the uniform is both smart and at- 
tractive. 

The American Women’s Hospitals’ flag and 
proper insignia designed by Miss Brenda Put- 
nam, a niece of that brilliant pioneer among 
women physicians, the late Mary Putnam Jacobi, 
has been adopted. The flag is blue and white; 
the drooping wings, the symbols of the Ameri- 
can Women’s Hospitals, are grouped around a 
shield bearing the name “American Women’s 
Hospitals.” The pins of bronze, are sheltering 
wings, denoting protection and comfort, with 
the emblem of the various branches of the service 
placed upon them. 


Open meetings of the American Women’s Hos- 
pitals were held every Thursday afternoon 
throughout the past summer and will be contin- 
ued indefinitely. These meetings presided over 
by Dr. Morton, or in her absence by Dr. Emily 
Dunning Barringer, the Vice-Chairman, have 
been of great interest, not only to the members 
of the organization, but to the general public. 
Inspiring speeches by friends of the organiza- 
tion, and officers, doctors and nurses returned 
from the front have been a feature of these meet- 
ings. One of the most interesting was the ad- 
dress made by M. Liebert, the French Consul 
General at New York. 


An important branch of the American 
Women’s Hospitals is that of the A. V. A. 
(American Volunteer Aid). This body was 
formed after the British V. A. D. (Volunteer 
Aid Department) and is in a thriving condition. 
Those wishing to join are given forms on which 
must be entered all data concerning non-medi- 
cal women who wish to be laboratory assistants, 
ambulance drivers, stretcher-bearers, interpre- 
ters, dietitians; clerks, etc. A number will be 
needed in the units already in readiness. These 
lay assistants have a distinctive uniform for 
both identification and protection. 


The Surgeon General of the Army, has ex- 
pressed his willingness to place in base hospitals, 
as Contract-Surgeons, women physicians as an- 
esthetists, radiographers, and laboratory work- 
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ers at a salary to be arranged by contract, and 
not to exceed $1,800 per year. The need for 
laboratory workers is so great that courses have 
been opened at the Women’s Medical College of 
Pennsylvania, Women’s Hospital, New York, and 
at the Research Laboratories of the New York 
City Board of Health. These courses are given 
to college women who have already studied chem- 
istry and biology, in order to fit them, at a nom- 
inal expense, to become laboratory technicians, 
and to assist our physicians. Physicians con- 
nected with laboratories which offer such courses 
in the different parts of the United States, and 
women wishing to apply for this training are re- 
quested to take up the matter immediately with 
the National Chairman of Laboratory Work, Dr. 
Martha Wollstein, No. 1 West 8ist Street, New 
York City. 


The Chairman of the Committee on Army 
Hospitals in the Home Zone, both for acute and 
convalescent cases, is Dr. Mary Almira Smith, 33 
Newbury street, Boston, Mass. The American 
Women’s Hospitals, have in Boston, two hospitals 
in readiness for convalescent cases and several 
others near New York. Its Women’s Army 
General Hospital of New York, which has re- 
corded its personnel and equipment in the War 
Department at Washington, has been told by 
Surgeon-General Gorgas, that it will be notified 
when this is needed, and that it has the same 
status as all other army hospitals in the home 
zone. 


The Women’s Committee of the General 
Medical Board has had two meetings, July 29, 
and September 29. A registration card was sent 
to the women physicians of the United States 
with a view of ascertaining how many would be 
willing to serve in base hospitals as contract- 
surgeons, radiographers, laboratory workers and 
dressers of wounds. These cards are now being 
filed in Washington for reference in case need 
arises to place women in ,base hospitals to re- 
place men for field hospital service. 

The following are the regulations regarding 
contract practice: 

1. Contract-Surgeons do not receive pensions 
except by special act of Congress. 

2. The Government pays for transportation, 
quarter, heat and light, the same as furnished 
the first lieutenants. 

3. There is no additional pay for foreign 
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service; the contract specifies where the service 
is to be, and the amount to be received for this 
special service. 

4, $1,800 a year is the maximum, the mini- 
mum being whatever agreed to for the particular 
service to be rendered. 


5. The amount is regulated by agreement; 
the surgeon states his price and the Government 
accepts or rejects; or vice versa. 

6. The immediate superiors are commissioned 
officers of whatever rank in command at the 
station where the contract-surgeon serves, even 
though they be only first lieutenants. 

The Surgeon-General’s office expressed an in- 
terest in knowing how many women wished to 
become members of the Army Reserve Corps, 
and a letter was sent by the General Medical 
Board Committee of Women Physicians to the 
presidents of medical women’s organizations 
asking an expression of preference for this 
service, but comparatively few made their offer 
of war service absolutely contingent upon their 
becoming officers in the Army Reserve Corps. 

It is the intention of the Medical Women’s 
National Association to continue the work of 
this War Service Committee until the end of 
the war if the need for it continues to exist. 

184 Joralemon street. 





RADIUM.* 


C. W. Hanrorp, M. D., 
CHICAGO. 


If 500 milligrams of radium were to be placed 
in contact with or in the center of a neoplasm 
for a period of fifteen hours, all cancer cells in a 
radius of an inch and a half would receive their 
death blow. But in accomplishing the execution 
of the lawless cells we would at the same time 
work havoe with perfectly healthy cells that hap- 
pened in the path of the penetrating rays, caus- 
ing serious necrosis in the immediate vicinity of 
ithe irradiation, besides general systemic dis- 
turbances of an unpleasant and dangerous char- 
acter. 

Therefore, we do not use 500 milligrams of 
radium element for a long uninterrupted ses- 
sion, but secure the ultimate death of lawless 
cells by dividing the total time of application 
so that if we should use this massive dose of ra- 


*Read before the Chicago Medical Society, Nov. 14, 1917. 
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dium, it would be in contact with any one point 
of the cancer mass but a fraction of an hour. 

Kelly of Baltimore uses 500 milligrams of 
radium element in one applicator, applying the 
same to eight different points on the interior of 
the uterus in the treatment of myopathic hemor- 
rhages. The applicator is left in each position 
but fifteen minutes, making the entire treatment 
one hour and forty-five minutes. This is all very 
well if we are fortunate in possessing 500 milli- 
grams in one container. But the same end re- 
sults can be obtained with 50 milligrams left in 
the uterus for twenty-four hours. 


There are times when a massive dose of radium 
is much to be desired as, for instance, in irradi- 
ating growths in the mediastinum. In these 
cases one to two grams are employed, but are 
screened heavily with lead, besides being elevated 
several inches above the skin, that surface burns 
may be minimised. Burnham (Jour. A. M. A., 
Sept. 20, 1917) reports several cases of me- 
diastinal tumors that were caused to disappear 
under the influence of upwards of two grams of 
radium (2,000 milligrams). 

The majority of us are working with less than 
one gram of radium and we cannot attempt such 
deep therapy with less than 500 milligrams. 


As we lessen the amount of radium used we 
can increase the time of exposure. But in’ re- 
ducing the amount of radium we come to a point 
where the amount used would not destroy cancer 
cells, but on the other hand would act as a dis- 
tinct stimulant to their growth. Prime of 
Columbia University in his experiments with 
chicken heart has found the lethal points of small 
pieces of tissue, where the unfiltered rays were 
concerned, was twenty, fifteen and ten minutes 
for 17, 83 and 100 milligrams of radium ele- 
ment, respectively. When the alpha and beta 
rays were removed by filtration with 0.4 milli- 
meters of brass, three hours, one hour and forty- 
five minutes, respectively, were required for 17, 
83 and 100 milligrams to kill ; whereas when only 
the gamma rays and secondary beta rays were 
employed, twenty hours were necessary for 17 
milligrams of radium and about seven hours for 
both the 83 and 100 milligrams to cause death. 

The initial dose must be large enough to per- 
mit of a quantity of gamma or penetrating rays 
going through certain millimeters of tissue. And 
as these penetrating rays constitute but 1 per 
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cent. of the total activity of radium, we have 
found by experiment and experience that there 
is a minimum amount of radium that can be 
used with certainty of cell destruction. 

It was one time said that quantity of radium 
times period of application equals a constant. 
In other words, that one milligram of radium 
applied for 100 hours equals one hundred milli- 
grams of radium applied for 1 hour. This is 
not borne out in practice, for the speaker has 
seen cases of malignant growths increase rapidly 
in size under the influence of sublethal doses. 

It is true that ‘the local ulceration of a car- 
cinoma of the cervix will sometimes heal tem- 
porarily under the influence of ten milligrams 
of radium applied for long periods. But such 
small doses have no influence on the cancer nests 
in the deeper structures of the organ. To reach 
these deeper nests it is necessary to employ at 
least 50 to 75 milligrams of radium for a total 
period of 60, 75 or even 100 hours. If large 
doses of radium are used it is not necessary to 
repeat the application each day until the total 
number of hours have been given. In fact, some 
patients do much better if a week is allowed to 
elapse between irradiations. 


Radium has passed through many vicissitudes. 
It has been much maligned and highly praised 
and in both extremes seemingly satisfactory evi- 
dence has substantiated the derogatory criticisms 


as well as the laudatory claims. Therefore, it 
became evident that something was amiss, when 
two sets of observers, presumably honest and com- 
petent should note such widely divergent ulti- 
mate effects. 


We believe that the reason for some of the 
adverse criticisms was due to the lack of knowl- 
edge of the physics of radium and consequently 
failure to apply it to insure beneficient results. 
But as time goes on we are learning that radium 
is a powerful agent and is not to be tampered 
with thoughtlessly\and without care. We know 
that radium is productive of much harm im- 
properly applied, but is of inestimable value when 
attention is given the rules governing the action 
of the rays on and through tissues. 

The radium therapeutist early learns that all 
tissue is not affected similarly by radium. 

There is a difference in the receptivity of cells 
to the rays. This receptivity varies with the age 
and race of the cell. Embryonal or undiffer- 
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entiated cells are destroyed by the rays, while 
farther developed surrounding tissue undergoes 
only a simple or metabolic change. Some of the 
growths, such as lymphoadenomata, pure sar- 
comata and fibromata are distinctly radio sen- 
sitive. But the growths peculiarly resistant to 
radium rays are the squamous celled epithelioma, 
fibrosarcomata and osteosarcomata. The adeno- 
carcinomas are very amenable to radium. 


In the early days of radium therapy, Schauta 
of Germany used from 50 to 100 milligrams of 
radium element in the uterus for periods rang- 
ing from three to eleven days. The results were 
disastrous. Of the 13 cases thus treated one died 
of pyonephrosis and eight showed fever, steady 
loss of weight, vomiting, tenesmus, diarrhea, 
headache and reduction in blood count. After 
these drastic measures, the autopsies showed not 
a trace of carcinoma, but even so, the patients 
might as well have died from the disease as from 
the remedy. In this country we have all taken 
advantage of the mistakes made by the early in- 
vestigators and are, thereby, securing the maxi- 
mum lethal effect on malignant cells with mini- 
mum untoward action. 


Schauta immediately realized his mistake and 
at once reduced the time of each exposure and 
increased the thickness of his screens. With this 
new technique he treated 11 cases of uterine 
carcinoma with exposures not to exceed 12 hours 
and would allow several days to elapse before 
the next application. He was very cautious while 
treating this series, this extreme caution being 
due to the unpleasant results following the treat: 
ment of the first series. In the manner above 
mentioned he gave from 5 to 8 exposures and 
after this would allow a rest of four weeks, when 
he would give a second series of shorter duration 
than the first. After a month a third series of 
still shorter exposures were given. Of these 11 
cases 3 were somewhat improved and 8 remained 
apparently cured. 

In carcinoma of the uterus the speaker has 
found that if the patients are well nourished with 
little or no cachexia, they can stand frequent 
exposures to 50 to 60 mgms. of radium and I 
often give four 15-hour exposures on consecu- 
tive days. This procedure is usually employed 
in inoperable carcinoma of the uterus. The pa- 
tient is requested to return for a second series 
of irradiations. In cases of recurrence after 








hysterectomy, the same plan can be followed, 
though, as a rule, we do not give as many milli- 
gram hours in a recurrent case as in an inoper- 
able or border line case. I have secured good 
results unaccompanied by nausea or fever by 
using 75 milligrams heavily screened and placed 
in the cuff in the vault and left for 24 hours. 
When left for this length of time, the next ap- 
plication should not be made till the lapse of 
three weeks. If the recurrence is localized, three 
of these exposures are usually sufficient. 


When the patient returns after the first ap- 
plication or series of applications, all signs of 
ulceration have disappeared, as a rule, but it is 
not safe to allow this seeming healing, iafluence 
us to end our treatments, as there are no doubt 
active cells in the deeper tissues that require 
longer irradiations. 


If the patient is in a weakened condition from 
loss of blood or septic infection, a ten or twelve- 
hour irradiation is all they can bear. These ex- 
posures can be repeated every other day until 
four applications have been given. 


The first effect of radiumization is cessation 
of bleeding and disappearance of odor. In some 
instances the pain associated with malignancy 
will be lessened or stop altogether. 

The skepticism evidenced by some physicians, 
concerning the use of radium in malignancy, is 
due, I think, to the fact that they have not been 
permitted to observe the action of radium and 
again in some instances where they have wit- 
nessed its action, they have been unfortunate in 
viewing it through a veil of faulty technique. 
The dose has perhaps been too small or too large; 
too much or too little screening as well as in- 
sufficient or over-exposure. 


Of course, the effect of over-exposure or in- 
sufficient screening is not so evident when radium 
is applied to the cervix or uterus as when used, 
for instance, in the rectum. In the latter situa- 
tion it is never advisable to give an exposure of 
more than six hours when using 50 to 75 milli- 
grams of radium. This dose can be repeated 
each day for three or possibly four days. In 
mucous membranes like the rectum, the screen- 
ing should be such that only the penetrating 
rays pass. Otherwise contraction will result and 
in the rectum a marked proctitis will follow. 

The bladder seems to withstand 50 to 75 milli- 
grams for eighteen to twenty hours with very 
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little evidence of irritation following. By using 
thie dose if the applicator is placed directly in 
contact with the bladder neoplasm for a total 
exposure of 30 to 40 hours spread over several 
days, the mass will be greatly reduced in size 
after a month and all bleeding will have stopped. 
Even in cases where the bleeding has been quite 
profuse, it has ceased after the first application 
of radium. It will be necessary to repeat these 
irradiations at varying intervals, until the growth 
has disappeared. It is hardly necessary to say 
that not all of these neoplasms respond to ra- 
dium, but it is rare to find one that is not in- 
fluenced for the better and where pain, bleeding 
and irritation have existed, the patient experi- 
ences much relief after the irradiations. 

It is quite simple to make the application of 
radium to the bladder if the growth is in the 
trigone, as it usually is, and especially so if a 
suprapubic opening has been made. If applied 
through the urethra a 26 or 28 French urethra- 
scope can be employed and the tube containing 
the radium with wire attachment can gently be 
pushed through and into the bladder, where it 
will lie in the confines of the trigone. If the 
neoplasm is on the lateral or anterior wall, spe- 
cial applicators must be employed. Barringer 
(Boston Med. and Surg. Jour., Sept. 27, 1917) 
reports twenty-five cases of carcinoma of the 
bladder. Two of these he says would have been 
considered good operative risks. The other 23 
were all impossible operative risks. In four of 
the twenty-five cases radium has locally removed 
the growth. One of these has been cystoscopic- 
ally cured for 10% months, one for five months 
and one recently. One has what is probably a 
slight local recurrence, although pathologic ex- 
amination of a piece removed does not confirm 
this view. Barringer concludes the report by 
the statement that the results in these four cases 
shows that radium can do as much as surgery 
for cases of bladder carcinoma, without subject- 
ing the patient to the danger and discomfort of 
a major operation. 

Papillomas of the bladder are very amenable 
to the rays of radium and will disappear inside 
of two weeks. Of course, fulguration will de- 


stroy papillomas, but such destruction is not 
permanent, while the disappearance caused by 
radium is permanent. 














January, 1918 


Regardless of what others report, I have found 
carcinoma of the tongue and tonsil rebellious to 
radium. Perhaps one reason for this view is 
because I have seemed to get the case after every- 
thing else has been tried. The local evidence of 
cancer of the tongue or tonsil frequently dis- 
appears under the influence of large doses of 
radium. But there is such an intimate connec- 
tion with the cervical lymph glands that metas- 
tases are present in the majority of cases. The 
cases I have seen in my individual work have 
mainly been those far advanced with great in- 
volvement of the surrounding lymph glands. By 
using large doses of radium a halt in the progress 
of the disease can be noted, but this is only tem- 
porary. I have had two cases of carcinoma of 
the tongue where the disease was localized, in 
which cases all evidence of the disease has dis- 
appeared under radium. 


Leukoplakia and other superficial affections 
of the mouth and pharynx disappear quickly un- 
der radium treatment. It is not necessary to 
go into the details of treatment of these cases, 
as the technique is quite simple. 


It is well-known that sarcomas are readily de- 
stroyed by radium. I have treated three cases of 
sarcoma, occupying the pharynx and postnasal 
space, that have apparently disappeared. Last 
spring Dr. O. J. Stein reported to the Chicago 
Laryngological Society a case of sarcoma of the 
pharynx, post-nasal space and antrum which was 
cured by radium. He was positive the man was 
cured, as no sarcoma cells could be found at the 
autopsy. The patient died from an intercurrent 
disease. 

Among the benign growths affected favorably 
by radium, fibroid disease of the uterus stands 
out prominently, as it is rare to find a case where 
radium does not reduce the size of the growth as 
well as exert a most beneficial action on the dis- 
tressing symptoms, menorrhagia and metror- 
rhagia. To secure the best results, every effort 
should be made to introduce the radium tube 
into the cervical canal and uteris. The use of 
radium in the treatment of uterine fibroids is 
not new. In 1910 Wickham of Paris reported 
over sixty cases treated satisfactorily with ra- 
dium. Abbe of New York treated his first cases 
of uterine fibroid 12 years ago and since then 
has treated 30 cases, always with pleasing re- 
sults. He reports that he has yet to see a case 


Cc. W. HANFORD 29 


which did not shrink, some completely, some rap- 
idly, all in large measure. If the pressure symp- 
toms are marked because of the size of the growth, 
it is the policy of most gynecologists to strongly 
advise operation. This procedure is adopted, 
not only because of the pain caused by the pres- 
sure, but because of the fear of malignant de- 
generation. 

Another non-malignant condition of the pelvis 
readily cured in at least 99 per cent. of cases are 
the myopathic hemorrhages of the uterus. Clark 
of Philadelphia reports 100 per cent. of cures. 
The persistant hemorrhages that occur at the 
time of the menopause are permanently con- 
trolled by the use of from 40 to 50 milligrams of 
radium applied to the interior of the uterus for 
twenty-four hours. Occasionally it is necessary 
to repeat this treatment. Curettage should al- 
ways precede this treatment, that the cause of 
the bleeding may be determined. 

The last benign condition which I wish to 
speak about as applicable to radium therapy is 
goiter. The size of the growth and the dis- 
tressing symptoms associated with this disease 
are markedly lessened by the topical application 
of radium. Aikins of Toronto reports seven 
cases. In each case the growth eventually dis- 
appeared. The nervous symptoms subsided 
quickly and the rapid pulse came to normal. The 
action of radium is to produce a sclerosis, which 
is preceded by an obliterative endarteritis. 

Just a word relating to radium and Hodgkin’s 
disease: In selected cases of this disease, radium 
applied over the enlarged spleen will reduce the 
size of the latter and gradually bring about a 
lower white cell count. There are several re- 
ports of cases where all signs of the disease have 
disappeared. Ordway of Albany reports two 
cases of leukemia treated with radium where the 
white cell count was reduced from 500,000 to 
6000, and the red cells increased from 2,000,000 
to 5,000,000. 

Before closing this paper I wish to speak 
briefly of radium as a prophylactic; its value for 
this purpose is recognized by all operators who 
have had even a limited experience with the 
power of the rays and to a greater degree by 
those who have given the subject more than pass- 
ing notice. All operators have long known the 
limitations of the knife and though the most 
perfect technique is followed and the greatest 








care exercised in removing a malignant growth, 
the percentage of recurrences is large. There- 
fore they have turned to radium as the “hand- 
maiden” of surgery to pick up the wandering 
cells and prevent implantation. 

From the opinions voiced by some of our lead- 
ing operators, it would appear that we are rap- 
idly approaching the time when the operator 
will not discharge his case after removal of a 
cancer mass, until the local area of the operation 
has been thoroughly rayed with radium. This 
should be done within two weeks after the oper- 
ation. By observing this timeliness we are much 
more certain of controlling the recurrence and 
spread of the disease than if we wait until the 
return of ulceration. If the surgeon waits until 
the recurrence has actually taken place, there is 
the probability that the disease has extended 
beyond the area of ulceration and there is no 
certainty of reaching all points that have become 
it. fected. 





BEDSIDE BLOOD COUNTS.* 


ApotpH GEHRMANN, M. D., 
CHICAGO. 


Mr. President and Members: Bedside blood 
counts are usually emergency tests made to clear 
up a situation or to finish a diagnosis that has 
been in the forming. It is important to have 
the result right away because something has to 
be done for the patient or a prognostic opinion 
has to be expressed at once. These bedside counts 
do not differ from more elective tests in technic 
except that one is often at considerable disad- 
vantage because of the patient’s room or sur- 
roundings, and often because the patient is rest- 
less or excited. The weight that is given to the 
findings in the further conduct of the case makes 
it necessary to be very careful to fulfill every 
detail with most deliberate accuracy. 


It is therefore well to plan out beforehand ex- 
actly what one is going to do before coming to 
the case. One must have everything that is 
needed and know that each detail is perfect. If 
there is any doubt on this point, and as an extra 
precaution it is an advantage to have a duplicate 
outfit for counting ready. 

We can only give some of these details of 
technic, consideration here. 


*Read at the meeting of the South Side Medical Society, 
Nov. 80, 1917. 
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In making blood counts it is well to have a 
list of the articles required made up and to check 
off on it when laying out the outfit. On this list 
it is well to have éverything even to eye glasses 
if these are used. It is also well to have a tray 
for the outfit and never to put anything on the 
bed. Another technical difficulty is the light. 
An accurate blood count cannot be made in the 
dark. On dark days and at night I take along 
both a rubber tube and burner and an extension 
cord for an electric bulb, which can be used also 
for the microscopic examinatien. A_ blood 
count is worthless unless the pipette is exactly 
filled to the mark and every percaution must be 
used to make this sure. Then we must make 
sure that none of the mixture runs out. Always 
place the tube on some smooth hard surface. I 
have found that even a smooth laid towel might 
wrinkle and if the opening of the blood pipette 
touches the cloth the fluid will be siphoned out 
from it. The spreading of the film for staining 
is not always easy. Usually this is done last. If 
one is expert enough in the pipette filling the 
time will be quite enough before coagulation be- 
gins, but if there is the least coagulation the 
slides cannot be spread evenly enough. It is 
then best to wipe off the old drop and spread 
from a fresh drop on the finger. We have tried 
many devices for spreading films and although 
every one may have his favorite method, we are 
most sure to get a good film when the drop is 
on one slide and is then spread over another and 
all of the drop used in the film. I find that the 
greatest error comes when only part of a drop 
is spread on the slide. It is also well to have a 
tray along for staining so that the stain does 
not get on fixtures. 

The results of blood counting under these 
conditions relate to anemias, acute medical and 
surgical infections and as evidence of change 
during their progress and finally in the different 
varieties of leukemia. The plain easily recog- 
nized pathologic states we cannot discuss in a 
few moments. It is that phase that will bear 
most on the interpretation of the doubtful or 
borderline cases that will interest us at this time. 
We may consider them: 


Red blood cell count, 

Blood platelet count, 

Total leukocyte count, 
Differential count. 
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The red cell count is generally not of first im- 
portance in bedside blood counts. Sometimes as 
a differential diagnostic factor in some severe 
condition it is of great value, for instance, in in- 
ternal malignant disease, a steady fall in the 
number of red cells is always very suspicious. As 
far as the red count in these severe cases is con- 
cerned, its value is more in the comparative re- 
sults. seen in several tests made at regular in- 
tervals, then in a single test. In cases of inter- 
nal hemorrhage, the red count is also of value in 
indicating the course of the case. 


Recently the counting of blood platelets is be- 
ing actively pursued. Platelet counting can be 
done the same as a red count and requires only 
that one be quick and have a special solution 
that will preserve these cells and keep them from 
agglutinating. 

Diner’s fluid is a good mixture: 


NO De ce tn scaweneae ees 84 gram 
EE IE dc. cidcacs Gus ¥ tenbes sehen 2 
BS GE Ebb vhad encdectbabidaiece enh eeoose 001 
EE SS Sk, eee ee 3 gtt. 
og es ia ao cok 100 c.c. 


The principal point is that the blood must be 
quickly diluted and fixed. The normal count 
is about 300,000 per cubic mm. They are in- 
creased in secondary anemias, chronic rheuma- 
tism, tuberculosis and during recovery from most 
infections. They are decreased in purpura and 
in the active part of most acute infections. 

The most interesting and most important part 
of the bedside blood counts, is the total leuko- 
cyte count and the differential count. The blood 
in every specific condition, has its more or less 
typical and peculiar change or picture. It is of 
most interest when there is uncertainty and the 
blood count must help to decide. The cases may 
be considered in this relation as early and late. 
When it is possible to have a blood count at the 
very beginning of an infection, it is very often 
possible to make out some typical change in it 
that will perhaps prove a diagnosis. In late 
cases the special findings are of less value, but 
it is often that some persistent change or rela- 
tive numerical change in the cells certainly 
directs attention to this or that special path- 
ology in the patient. 

Those conditions that are of interest to us 
may be briefly summarized. 

Leukopenia, especially in typhoid and malaria, 
influenza and measles. That a leukopenia can 
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be temporarily caused by doses of drugs, espe- 
cially coal tar preparations, must not be forgot- 
ten when making tests in the very beginning of 
a sickness where the patient has taken a liberal 
dose of such drugs. Leukopenia may also ap- 
pear suddenly during severe infections, as in 
fatal cases of pneumonia or sepsis. 

Leukocytosis. A physiologic total increase 
should be explained by inquiry. The medical 
infections showing leukocytosis are usually bet- 
ter differentiated by other signs than the total 
leukocyte count and it is only of interest in some 
special circumstances to indicate possible com- 
plications or to show progress towards recovery. 

Leukocytosis in surgical and in borderline 
cases is many times of such importance as to be 
decisive. These are cases of hidden abscess, ap- 
pendicitis, kidney -abscess, osteolyelitis, mastoid 
infection, brain abscess and the various types of 
meningitis. The early diagnosis of appendicitis 
is always a matter of uncertainty and the blood 
count is often the chief indication as to what 
is taking place in the patient. A _ persistent 
count of over 20,000 leukocytes per cubic m.m. 
shows practically every case as a purulent in- 
fection. On the other hand, a purulent case oc- 
casionally never shows over 10,000 leukocytes 
per cubic m.m. I think that if we could get the 
exciting organism in the very beginning we would 
find that this wide discrepancy is explained by 
the kind of bacterium. Staphylococci are very 
certain to cause active high leukocytosis while a 
pure colon infection would give a lower count. 
One must also remember that in the early stages 
of appendicitis there may be still some drainage 
from the appendix. Localized pain, fever and 
leukocytosis are seldom false signals calling for 
relief from a septic infection. 


Generally the height of the count corresponds 
more with the resistance of the patient than 
with the degree of infection, and very little can 
be drawn as to the activity of the process from 
the count alone. At times a toxic leukocytosis 
may give a wrong impression and can only be 
corected by the history or other findings as shown 
by the urine, gastric contents or by noting an 
intestinal stasis. If it is possible to relieve the 
toxemia at once, the leukocytosis quickly sub- 
sides while should it persist there is more in the 
case than a simple toxemia. A persistent leuko- 
cytosis without fever makes one always feel that 





some type of leukemia is going to appear in the 
case before long. 

With the differential count the total count 
finds its place and value. Often in emergency 
counts it is enough to know the principal in- 
crease, but it is usually best to make a full count. 
There is still some uncertainty as to how to 
classify the cells. Warfield has grouped them 





as: 
neutrophils. 
Polynucleae ......cccee eosinophils. 
Basophils. 
Mononuclear .......... large lymphocytes. 


transitional forms. 
mast-cells. 


= lymphocytes. 


The special cells of leukemias. 

For the purpose of a bedside blood count fine 
differentiations are only at times of value. For 
instance in Hultgen’s counts for suspected ty- 
phoid fever the increase in the transitional or 
horseshoe type of cell makes the diagnosis. Also 
a sharp increase of the polynuclear cells in the 
very beginning of a fever case shows distinctly 
a confined pus coccus infection somewhere. A 
sudden increase in mononuclear cells, especially 
small lymphocytes is sometimes hard to under- 
stand and one should not be surprised to see it 
in unusual cases, more often in children. An 
acute leukemia can supervene in many condi- 
tions and one should be alert to find it, espe- 
cially in conditions involving the glandular sys- 
tem of the body. 

A marked eosinophilia always shows some im- 
portant pathologic state.. Why these cells ap- 
pear is not quite clear but they generally in- 
dicate parasites, skin diseases or anemia when 
the increase is over 5 per cent in the count. I 
am inclined to consider malnutrition as the chief 
reason for their appearance. As a diagnostic 
sign they can be read as indicating only a symp- 
tom that is due to some definite underlying dis- 
ease condition. It is probable that in cancer 
cases the increase in eosinophils is a nutritional 
sign rather than any specific indication of ma- 
lignancy. 

Bedside blood counts in subacute and chronic 
cases may show the most remarkable and rapid 
changes. As signs of complications during the 
course of continued fevers and as showing sec- 
ondary or mixed infections, in various forms of 
surgical conditions, the bedside count is most 
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valuable. As a finding or indication of a 
terminal condition there is both a sudden in- 
crease or a sudden decrease of leukocytes to be 
found. A rapid fall in the polynuclears is a 
danger sign for the patient by showing failure 
in immunity; and a sudden increase in lym- 
phocytes is also a serious state by showing cir- 
culatory stasis. As most of the conditions for 
which one makes the emergency blood count are 
serious it is best to read the count into the case 
rather than to read the case from the result of 
the examination. 
Columbus Medical Laboratory. 





GARDEN WORK FOR WOMEN IN PUBLIC 
INSTITUTIONS.* 


IsaBeL M. Davenport, M. D., 
Formerly Assistant Physician at Kankakee. 


CHICAGO. 


I would like to state before reading this paper 
that whatever I have said therein has been writ- 
ten without the slightest intention or wish to 
make odious comparison. Neither is there any 
political sentiment in it. I only wish to “ren- 
der unto Cesar that which is Cesar’s.” I am 
and always have been a Republican, but I have 
often felt indignant and sorrowful at the per- 
sistent misunderstanding of Governor Altgeld’s 
administration, so far, at least, as the charitable 
institutions were concerned, and which was 
typified at Kankakee. 

Out of the immense activity which prevailed 
in that institution I have selected as my subject 
today “Garden Work for Women,” because at 
that time it was my original contribution. So 
far as I have been able to learn, my garden was 
the first of its kind in a state institution for the 
insane in the United States. I am making no 
claim for wonderful results, but giving you a 
simple narrative in which I hope you may find 
something of interest. 

In April, 1893, I received the appointment 
of resident physician and gynecologist to the 
Illinois Eastern Hospital for Insane at Kanka- 
kee, and it was my great privilege to serve from 
that time until February, 1898. I consider this 
as one of the greatest opportunities any alienist 
and neurologist could possibly have, because 
that hospital under that regime was as nearly 





*Read before the Association of Alienists and Neurologists of 
America, August, 1917, and published in its report. 
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ideal as it has thus far been possible to secure 
in a state hospital for the insane in the United 
States, if not in the entire world. 


Whenever I refer to my experience at Kan- 
kakee I always feel that people think I am de- 
tailing ancient hfstory, and it is a long time 
since 1893, but the fact of the matter is this: 
The Illinois Eastern Hospital for the Insane was 
fully twenty years in advance of its time from 
1893 to 1898, so in that light what was done 
there at that time is quite modern today. 

I recall that some ten years or more after I 
left Kankakee, I visited one of the New York 
state institutions on a professional errand, which 
kept me there for a day or so, and I could not 
help feeling amused by the justifiable pride with 
which the “lady from the wilds of Illinois” was 
shown the innovations made in the hospital 
regime since Dr. Meyer had been the New York 
state psychiatrist. Evidently they had overlooked 
the fact that he had been the medical director at 
Kankakee ten or twelve years before, and their 
new methods had been installed much more elab- 
orately and thoroughly at that hospital during 
his service there. 

I simply mention this as an illustration of my 
previous statement that Kankakee was fully 
twenty years ahead of its time during the Alt- 
geld administration under Drs. 8. V. Clevenger 
and Clarke Gapen as superintendents. 

Governor Altgeld had appointed the Board of 
Trustees and the superintendent (Dr. Clevenger) 
and had turned the hospital over to them, say- 
ing: “I am giving you full charge of one of the 
largest and best hospitals for the insane in the 
world. It is a splendid institution. All that I 
ask of you is that you improve it one hundred 
per cent in the next four years, and remember 
that you are here for these patients—not they 
for you. I do not wish politics to enter into your 
selection of the people who are to care for these 
helpless and unfortunate friends of ours. I 
want only the fitness and honesty of the employes 
to dictate your choice.” And so Dr. Clevenger 
retained the entire supervisors’ force, with three 
members of Dr. Dewey’s staff, and these people, 
with many others, remained throughout the en- 
tire term. The other members of the medical 
staff (eleven in number) were selected because 
Dr. Clevenger considered them especially fitted 
for the work he had planned for them to do. Out 
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of a staff of fourteen physicians there were just 
two Democrats, and this is indicative of the 
policy during the administration of Dr. Clarke 
Gapen, who followed Dr. Clevenger six months 
later upon Dr. Clevenger’s resignation because 
of ill health ; but in that time Dr. Clevenger had 
appointed Dr. Adolf Meyer and most of the force, 
which at Governor Altgeld’s request, were re- 
tained by Dr. Gapen, and he had also outlined 
much of the work which was carried on and en- 
larged upon by his successor. 

Dr. Clarke Gapen was a giant in effort, system 
and discipline—a man of splendid physique and 
mentality, a competent and advanced medical 
man—and in addition to this he had the rare 
combination of being a thorough business man- 
ager and disciplinarian. And so the efforts of 
the management and the staff were energetically 
and conscientiously bended toward the establish- 
ment of the best possible methods for the cure 
and care of the inmates. In this they felt their 
greatest success lay in all the outdoor life and 
exercise it would be possible to obtain for them. 

There was no difficulty in procuring outdoor 
work for the male patients. Dr. Gapen had a 
great love for the orderly and beautiful, and in 
order to keep the grass alive in the thin soil over 
lime rock, he had a day and a night force of at- 
tendants and patients constantly changing the 
sprinklers over the lawns. In the daytime a large 
force of patients was put to work running lawn 
mowers, pruning trees, planting flowers, making 
walks, picking up trash, making truck garden, 
herding cattle, building silos and filling them, 
installing and operating a fine pasteurizing plant, 
milking the cows and caring for the milk, build- 
ing an ice and cold storage plant, remodeling 
the old morgue building into a fine circulating 
hbrary and assembly rooms, building a new 
morgue, a new general dining room for employes, 
new hospitals for male and female patients, new 
amusement hall, etc.; but in all this there was 
no outdoor work for women. They had the sew- 
ing room, the kitchen, the wardwork, the paint- 
ing, the embroidering, the dressmaking, rug 
weaving and carpet rag sewing, gymnasium, 
dancing, music—but in nearly all this the work 
was sedentary and indoors. I was very jealous 
of the men, because I heard in the daily staff 
meetings of all their outdoor activity, and of how 
much less hypnotic and sedative medicine was 
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being given and how some had recovered and 
many more were much improved, and I thought 
of my poor patients plodding along in those 
monotonous walking parties, scarcely speaking or 
being spoken to—not permitted to pick a dan- 
delion or a clover blossom—and I said to myself, 
My women ‘are going to have a garden. 

We had already made the walking parties less 
monotonous by arranging them into picnics or 
hayrack rides, and by giving the women more 
freedom and interest generally. We dropped the 
old, set, regular businesslike walks for an all-day 
session on the lawn, and the women being pro- 
vided with suitable instruments for the purpose, 
were put to digging up the dandelions which 
were all too plentiful for the beauty of the grass; 
but this employment became less as the dan- 
delions disappeared, and finally, in the spring of 
1896, I had the gardener prepare the ground for 
a garden just back of the cottage for convalescent 
patients, of which I was in charge. This garden 
consisted of forty small plots or beds four feet 
wide by twelve feet long, with two and a half 
feet of space between. I selected forty women 
from the convalescents’ cottage for my first ex- 
periment. This cottage (No. 5) was the great 
boon to which all the women patients looked. It 
was the goal for which all strived, and no won- 
der! It was just finished and opened when I 
first took charge of it. A more beautiful home 
than this villa, with its broad porches, large, 
sunny sitting rooms, single sleeping rooms all 
beautifully furnished ; with its bright rugs, com- 
fortable chairs, a piano, dainty white curtains, 
prettily tinted walls hung with beautiful oil 
paintings and other pictures; its cheerful dining 
room with twelve round tables spread with clean, 
white linen and set with silver and tasty china, 
each table to seat five ladies; its unlocked doors, 
with perfect freedom to come and go; with two 
of the choicest attendants supervising the im- 
maculate cleanliness which prevailed, would be 
rare anywhere and made No. 5 a reward for spe- 
cial effort and faithfulness in carrying out the 
doctors’ treatment and directions. 

The splendid reputation of the hospital which 
Dr. Dewey had previously established had been 
greatly enhanced by the reports of Dr. Adolf 
Meyer’s appointment. 

Dr. Meyer had come to Kankakee almost di- 
rectly from the schools of Zurich, Vienna and 
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Paris, and, although a young man (less than 
thirty years of age), had acquired an enviable 
position, even then, as an authority on brain 
pathology. This, with Dr. Gapen’s reputation 
for wonderful management and the exceptional 
care given the patients under*his direction, had 
brought to the institution an unusual and re- 
fined class of patients, both men and women, but 
especially women, and while all were treated from 
the standpoint of their mental and physical con- 
dition, absolutely, and while No. 5 sheltered 
women from almost every class in life, there were 
at that time, among others on this ward, a 
relative of the owner of one of Chicago’s leading 
daily papers, the daughter of a United States 
congressman, a sister of a member of the Illinois 
legislature, a banker’s daughter and the wife of 
a university professor, and it was very difficult 
indeed to induce these women to do any work at 
all, much less garden work. However, after much 
unfavorable comment and demurring on their 
part, and after veiled indications on my part 
that it might be necessary for them to yield their 
places in the cottage to someone who would do 
garden work, and when told they might have 
everything they raised in their own garden bed, 
I finally succeeded in getting up considerable 
enthusiasm, and when all was ready they set to 
work with a will. 


The gardener issued seeds and helped in advis- 
ing them, but he was under strict orders from 
me not to do a stroke of work for them. 


They chose to plant the same vegetables in 
each bed—radishes, lettuce, cucumbers, toma- 
toes, peas and string beans were the vegetables 
chosen. Each bed had a border of low-growing 
flowers, and oh! if you could have heard the 
conversation on how far apart they planted the 
seeds and how often they watered them, etc., and 
then when the little green sprigs began to show 
they were full of interest and excitement as to 
whether they were weeds or something else. The 
work of weeding and hoeing and raking which 
went on, and the competition between them as 
to the orderliness and beauty of each plot, was an 
early indication of the immense interest this 
garden created. Then the patients from the 
other wards began to watch the garden and to 
ask the other members of the staff and me why 
they couldn’t have a garden. 


When the first mess of peas ripened I gave 
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two of the ladies who were not garden workers, 
but who were very proud of their talents as cooks, 
permission to go to a nearby kitchen and prepare 
them. When all was ready I was invited to take 
dinner with the ladies at No. 5. My friends, 
I give you my word, I was never happier than 
when I saw that dining room with every table 
decorated with flowers from our garden, and 
noted the relish and pride with which all par- 
took of that dinner. And this interest and en- 
joyment increased as the summer advanced. 


My garden being voted a success, Dr. Gapen 
gave me three acres the following spring, and 
we were able to put several hundred women at 
outdoor work. This garden differed in having 
all vegetables in the beds, the flowers being 
planted as a hedge or border around the entire 
three acres—sweet peas on the outer edge and 
lower growing flowers in succeeding rows. The 
patients from each ward worked together gather- 
ing the crop and carrying it to the wards in large 
baskets, where some of the patients prepared the 
vegetables for cooking, while others made beauti- 
ful bouquets of the flowers and carried them to 
the sick wards, to the men’s wards or presented 
them to different officers, and arranged them for 
their own tables and rooms. It was a cozy, busy 
sight to see them gathered on the porches of the 
cottages preparing the vegetables and arranging 
the flowers. I found the garden patients happier 
by day and sleeping better by night. In fact, 
the night medicine tray, which was a regular 
thing when we went there, was finally abolished 
never to return during our stay at Kankakee. 

There were several things which impressed me 
in this experiment: 

1. The value of the sense of possession by 
allowing each patient to care for a certain plot 
of ground, and having the disposition of what 
she raised thereon. 

2. Competition created orderliness, careful- 
ness and pride. 

3. The common interest created something 
to talk about and to think of. 

4. The picking and arrangement of the 
flowers was the greatest delight. Even the de- 
ments would stuff the bosoms of their dresses 
with flowers instead of trash, and the joy of 
making bouquets of white or lavender or pink 
sweet peas as large as a cabbage, and then carry- 
ing them over to the infirmary, the old ladies’ 
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cottage, to the doctors’ offices, or wherever it 
might be, took them out of themselves, made 
them less discontented, less restless and more 
kindly to others. 


5. There seemed to be no special classifica- 
tion of patients to whom the garden work ap- 
pealed. Of course, there were many who could 
not be induced to go to the garden, but we were 
greatly surprised often by patients who seemed 
to us positively unsuited mentally, who took 
great interest in it and worked faithfully. We 
picked the manic-depressive and the dementia 
preecox cases especially, and found it well suited 
to their psychoses, but the selection was generally 
made from a clinical standpoint. The apathetic 
patient, the restless patient, the delusional pa- 
tient, the epileptic and the demented patients all 
took more or less interest in the garden, and re- 
ceived more or less benefit. The paranoiac was 
less inclined to take part, but many of them 
loved to work with the flowers. 


In fact, aside from the greatest of all (the 
exercise in the open) the garden work for women 
ut Kankakee proved of great benefit in many 
respects. 

I sent home a larger number of patients from 
my convalescent’s cottage the two summers of 
the garden work than at any other time. Some 
remained well and more returned, but I was able 
to give a goodly number of women the pleasure 
of a visit into the outer world who had never 
before been able to go. 


I can see a great future in floriculture, espe- 
cially for women, in all public institutions, 
whether for the insane or for others. I would 
plant perennials, such as the old-fashioned gar- 
den flowers—lady slippers, bachelor’s buttons, 
blue bells, ete. I would have the seeds gathered, 
dried, shelled and put up in bright colored paper 
packages for the next season’s planting, or for 
the market. I would have a greenhouse for 
early spring planting and a hothouse. for winter 
plants. I would even go into the nursery and 
the transplanting work. 


Floriculture is especially suitable fgr women 
—they love flowers. They are refining and up- 
lifting, and when the inmates are not apt to be 
permanent, the vocation of a trained florist is 
open to them as a means of earning a living 
when they leave the institution. I have urged 
this as a plan for the proposed Chicago Shelter 
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House for Women (if the politicians ever let us 
build it), but at all events, let us increase in 
every conceivable manner outdoor work for 
women, which is charming, interesting, health- 
ful and elevating. 

As I have said, so far as I know, my little gar- 
den was the first garden for women in a public 
institution for insane in this country. Of course 
there are a number now, but if I could have the 
building of a hospital for insane or any other 
institution for women. I would make it an all- 
cottage system, each cottage a unit, with its own 
kitchen and dining room. It should have its own 
garden, and the inmates of the cottage should 
have the preparation, cooking and eating of the 
vegetables and the arrangement of the flowers 
after they had raised them. 

1248 Wilson avenue. 





COMPULSORY HEALTH INSURANCE. 
LeRoy Puiuie Kuan, M. D. 


Vice-President National Safety Council. Attending Surgeon to 


the American Hospital. Amending Surgeon to Fort 
Dearborn Hospital. 


CHICAGO, 


To distribute the burden of physicial dis- 
ability we will have to devise some plan whereby 
this social problem “can be equitably looked 
after without placing so much _ responsibility 
upon the State and the nation generally. Dr. 
Chas. H. Mayo, President of the American 
Medical Association, stated in his address before 
the Association in June, 1917, that “the State 
does not exist for the good of the individual, but 
the individual exists for the good of the State.” 


The individual created or made the State pos- 
sible; naturally the State is directed by the in- 
dividual in a country like the United States. 
Now when the State assumes all authority and 
determines itself master of one who make it pos- 
sible, then: we have an autocracy. This mon- 
strosity called “Compulsory Health Insurance” 
is an autocracy. It has not been a success in any 
country where it has enjoyed a thorough trial; 
it is un-American and not according to the spirit 
of the free institutions in the United States. 

America has been a slightly copying country 
in a great many respects. Because one foreign 
nation adopted compulsory insurance and by her 
actions forced other countries into a similar plan 
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is no reason at all why we in all our spirit of 
freedom and patriotism should adopt something 
that is opposed to our ideas of democracy, and 
which will by its methods of operation force 
folks to listen to and obey autocracy. It is a 
human characteristic for a class of people or a 
nation to become suddenly seized with a desire 
tc change present conditions, without first know- 
ing even in a remote way what will be the del- 
eterious effects. We have the benefit in this 
country of profiting by another country’s expe- 
rience. We are informed by those who have 
tested compulsory sickness insurance that it 
proved a dismal failure, yet we are beginning to 
go mad in ‘its pursuit. 

I am heartily in accord with state appropria-— 
tions for public health, preventive measures, 
county health boards, city health authorities 
and even state universities for the study of social 
health problems by a mill tax levy; but when 
the State, employer and the medical profession 
arg equally used to carry the burden of those 
unable to provide for themselves, and are direc- 
ted to give time and money for this purpose, 
then as a member of one of these groups, I en- 
joy the privilege of opposing any such scheme 
that will by its operation force the medical pro- 
fession to carry the greatest load of ali with- 
out adequate compensation. This may seem like 
a selfish. motive, but how many give more to 
charity than the general practitioner? 

At present our county and state hospitals, 
dispensaries and clinics are taking care of the 
indigent poor, giving them the highest grade of 
medical service willingly, without. compensation 
other than for teaching purposes and the honor 
attached to such service. Now compulsory in- 
surance would dispense with our county insti- 
tutions, which are a, truly American idea, and 
direct the employer, state and medical profession 
to take care of 85 per cent of the people, 75 
per cent of whom prefer looking after their own 
illnesses. 

Since the adoption of the Workmen’s Com- 
pensation Act April 1, 1912, I have carefully 
studied health insurance problems, and during 
the past year have given a great deal of time to 
the subject. During this time I have listened 
to many arguments by representatives of the 
American Federation of Labor, who are decid- 
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edly against any such health insurance laws as 
England and Germany have at the present time, 
while social reformers, welfare workers and the 
American Association of Labor Legislation, are 
heartily in favor of the present draft for Health 
Insurance Law. 


Employers have not been anxious for any 
kind of Legislation similar to health insurance 
laws of other countries, but they have come to 
the realization of ‘the fact, that the health of the 
employe is the basis of labor turnover, and that 
public health is the foundation on which re- 
poses the happiness of the people and the power 
of the country. 

The one party vitally interested is the medi- 
cal profession. Without an efficient medical 
service the whole plan of sickness insurance 
would be a failure. Nineteen-twentieths of the 
medical profession is opposed to the present 
drafts of different bills for legislation. We are 
opposed because : 


First: The whole propaganda is un-American, 
suggesting the iron hand. 

Second: The wages paid are adequate for 
the needs of the family. 

Third: We have better health laws 
agencies than any other country. 

Fourth: We are not yet ready to join the 
politicians and work for so much per day, or 
“brokering” our services to an insurance fund. 

Fifth: The plan jis not for the best interests 
of all the people. 

Honorable Francis Neilson, Ex-member of 
the British Parliament, a great student of po- 
litical economy, speaking before the Chicago 
Medical Society, December, 1916, said that so- 
cial insurance in England is a dismal failure; 
that it was copied after the German system, and 
that Germany’s system is a failure. In France 
the better element of opinion is against com- 
pulsory insurance. 

When Lloyd George was framing his bill for 
Compulsory Health Insurance he listened to 
arguments from sociologists, employers, officers 
of labor unions, employes, legislators, represen- 
tatives of “friendly societies,” etc., etc., but never 
until the bill was finished did he consult with 
members of the British Medical Association. An 
issue of such vital importance to the medical 
profession, should naturally interest and include 
the best thought and talent of the medical pro- 


and 
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fession. If our conclusions are not incorporated 
in the findings of the committee, then that com- 
mittee will some day come to the realization of 
the fact that they have nothing but mediocre 
medical talent and humanity will pay the cost. 

When a profession is put on a business basis, 
that minute competition is destroyed and science 
suffers. Little advance has been made in Ger- 
many during the past fifteen years, because there 
is nothing but a monthly salary for professional 
men. Our well equipped medical schools would 
soon have empty class rooms. Is any young man 
going to invest $5,000 to $6,000 and six years 
time in preparation, then go into practice at $90 
or $100 a month, visiting forty to sixty patients 
daily? 

If the present “tentative drafts” are ever 
adopted and enacted into a law, the practice of 
medicine will be completely revolutionized so 
that the present individual physician will be- 
come obsolete. The free choice of a physician 
by the patient will be eliminated. This has been 
one of the chief objections to our present com- 
pensation law. However, if someone had not 
thought of this important detail in the com- 
pensation law, I am sure insurance companies 
would have to increase premiums 20 to 30 per 
cent and it would be indirectly up to the em- 
ployer to pay the difference. A religious adviser 
is needed in spiritual matters, a lawyer in legal 
affairs, a successful business man in business 
matters. Naturally the medical adviser will 
always hold his place in the American family. 
The United States is a nation of families, and 
so long as the family life remains the pre- 
dominant feature of our social organization, 
just so long will the family doctor be a necessity. 

From a_ political standpoint, Compulsory 
Health Insurance is a veritable harvest of gold. 
The politician is patiently waiting for the socio- 
logist to complete his utilitarian duties, relative 
to the early publicity and the tremendous neces- 
sity of successfully interesting the common peo- 
ple in a movement which is not for their bene- 
fit. 

If 70 per cent of the voting population of the 
State of Illinois are joined together and con- 
trolled by a society or an insurance fund, I am of 
the opinion the rest of the State would be 
dominated and compelled to yield to a “political 
boss” representing the compulsory insurance or- 
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ganization. In Chicago we have about 433,500 
employes who would come within the ruling of 
the present draft law. This would mean 1,200 or 
more carrier associations with just as many po- 
litical “bosses” to administer this huge insur- 
ance fund. Smaller cities of the State would 
have to establish political administrators and 
pay them from taxes especially levied for this 
fund. There are approximately 2,450,000 wage- 
earners in Illinois. This would require about 
1,180 associations especially organized into a 
political machine, which would employ 21,000 
full or part-pay helpers. When a tax payer 
figures how much his tax will be, he can, if he 
is an employer, add 40 per cent for the cost of 
sickness insurance for his employes. In Illinois 
this figures about $40,000,000. I don’t believe 
we are quite ready for an increase in the cost of 
commodities of 35 or 40 per cent in order to 
meet this demand. At $24 per capita, a year, 
and I understand this is the lowest figure given 
for Illinois sickness insurance in the annual bill, 
for our 2,400,000 workers of all kinds would be 
$57,600,000. Forty per cent of this, or $23,040,- 
00, is to be paid by the employers, $2? 340,000 
would have to be paid by the employes. $11,520,- 
000 to be paid by the State treasury. According 
to these figures, our present direct state tax would 
be nearly doubled, or an increase of 83 per cent. 

The American Labor Legislation Review 
(pages 255 and 256) states that if the State can 
handle this insurance, it will afford rich opportu- 
nities for political favoritism and log-rolling. 
As I understand the present draft law, it is en- 
tirely legislating for a limited class—those re- 
ceiving $1,200 per annum who are chiefly labor- 
ers; why this class legislation in a democracy? 
Will it not revolutionize this class into flolks in- 
capable of caring for themselves, and eventually 
make them over into irresponsible people? If 
Compulsory Health Insurance is right and 
sound, why not have it for everybody? Let the 
man whg is receiving $1,225 have the benefit 
the same as the one who receives $1,190. All 
of our people should have equal rights and 
privileges under the law. Do we wish to éstab- 
lish a bureaucratic political organization to 
supervise and control the wage-earner and his 
family? This will necessitate a direct tax on 
all wages, which may reach 5 per cent or more. 
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Autocracy will strengthen the state, but de- 
vitalize the individual. 


Malingering. The “great humbug,” which 
will always embarrass the honest physician and 
which he will have to combat in almost every 
patient is the question of “Malingering.” If 
the physician refuses to conform to the dishonest, 
unscrupulous requests of the patient, he will be 
forced out of insurance work. On the other 
hand, if the physician will lengthen the period 
of disability, he will become popular and gain 
financially. One successful case of malingering 
stimulates the growth of another, and whem a 
member of the medical profession yields to the 
temptation of furthering this evil practice, he 
deserves more severe condemnation than the 
malingerer. 

With the present Workmen’s Compensation 
Acts it is almost impossible to convince In- 
dustrial Boards when we have a clear case of 
malingering with x-ray plates and expert testi- 
mony. The family physician will give his testi- 
mony (only having seen the patient once or 
twice during the progress of recovery) then the 
surgeon who has had charge of employe since 
date of injury and through the entire healing 
process and knows very well what the employe 
is able to do and how soon he can resume work, 
will give his testimony, and the opinions are 
about as near as Rhode Island and Texas. Now, 
why is it there is such a difference of opinion? 
Kach physician takes oath that he will speak the 
“truth, the whole truth and nothing but the 
truth, so help me God.” Is it because , the 
surgeon wishes to send a sick man back to work 
before he has recovered? Or because he is 
anxious to help the employer save a little money, 
by having employe resume work earlier than he 
should? No. I don’t believe there is an industrial 
surgeon in Chicago who would knowingly be 
guilty of either offense. He has nothing to gain 
either way. Quite the contrary with the family 
physician. The employe places all the confidence 
in him; he has known him for years; enjoys his 
confidence. He may be a general practitioner, 
never having done surgery, yet he is called to 
the rescue of the employe at the moment of set- 
tlement, when he is not in-a position at all to 
decide what should be the period of disability. 
The family physician fully understands unless 
he does favor the employe, he will in most in- 
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stances not continue to be the family physician. 


How then can the Industrial Board reach a 
conclusion when there is such a variance of 
opinion? Indeed, I would not care to be the 
deciding judge; so long as Rhode Island and 
Texas remain such a distance from each other. 
Often a third impartial medical opinion is 
brought in, but always separate from the other 
two. This, of course, is not right, the three 
should examine, hold conference and bring in a 
definite conclusion. Failing to agree, they should 
all be discharged and the patient sent to a spe- 
cialist appointed by the Board and paid for by 
employer and employe jointly. 

If then we have all this trouble with our pres- 
ent Compensation Act, what will happen if we 
ever are compelled to submit to sickness insur- 
ance? England spends as much money investi- 
gating and answering medical calls which are 
entirely unnecessary, as one-third of the total 
cost of all worthy patients. In Germany two- 
fifths of calls made were not because the pa- 
tient needed medical attention, but because the 
patient knew he did not have to pay from his 
own resources. 


If the patient is allowed to choose his own 
physician from the panel list, he will always 
choose the “easy doctor” because he knows he 
can obtain large sick benefits. The conscientious 
medical man will suffer, his practice will event- 
ually go to the doctor who makes out health cer- 
tificates for longer periods of disability. One 
can really see how health insurance cannot exist 
without physicians. We are the hub of the 
wheel. It is proposed in our present draft law 
that special medical officer have charge of the 
fund and each troublesome case come before him 
for adjustment. 


The medical officer would have to increase his 
activities, and employ many helpers, on account 
of the fact he would receive an unlimited num- 
ber of complaints. He is not in a position to 
pass on the evidence submitted to him about a 
sick patient, “without having seen the case dur- 
ing the illness” any more than our present medi- 
cal director of the Industrial Board is capable of 
giving an opinion on an accident case that has 
recovered from injur} without seeing the patient 
during the healing process. Medicine is not an 
exact science and sick folks are not alike. Dis- 
ease affects patients in many different ways and 
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the prognosis may be longer or shorter, depend- 
ing on the individual. We all know that efficient 
diagnosis and treatment require specialization, 
that no one medical man can cover the field of 
medicine or even one-tenth part of it and do it 
justice. The solution of the problem is institu- 
tional work, and this is the medical service of 
the future. How can we hope to get anywhere 
with carrier associations and political bosses, as 
means to develop hospital and research facil- 
ities. 

Everywhere an underpaid physician giving 
inadequate and hurried service is held in con- 
tempt by his patients and by his profession. Many 
arguments are advanced that Germany has de- 
creased amount of sickness since health laws 
are in effect. In cities of Germany, in 1880, the 
death rate from tuberculosis of the lungs per 
10,000 population was 34.6 per cent. This has 
decreased until in 1909 it was 17.9 per cent. In 
American cities at the same time, in 1880 the 
death rate from tuberculosis of the lungs was 
52.1 per cent and had diminished in 1909 to 
17.5 per cent. We are doing this without health 
insurance, 


During the past year fourteen (14) states 
have introduced a definite health insurance bill, 
approximately the same bill as reported in Jour- 
nal A. M. A., June 9, 1917. The States con- 
sidering these tentative drafts of this law are 
Arizona, Connecticut, Maine, Massachusetts, 
Michigan, Minnesota, Missouri, New Jersey, 
New York, Ohio, Pennsylvania, Rhode Island, 
Utah and Wisconsin. The Boston Journal of 
Efficiency believes the “great question” of medi- 
cal aid of social insurance should be taken out 
and abolish the problem. Remove the proposal 
to furnish medical care as a part of the insured 
benefit at least until we know more. We can- 
not sit on the seashore and wait for the rising 
tide to stop, we will get wet feet if we procras- 
tinate. 


When one reviews this subject carefully, and 
finds that the demand for Compulsory Health 
Insurance legislation has not come from repre- 
sentatives of labor, nor from representatives of 
employers, but chiefly from those who are not 
the representatives of either party; then one can 
readily conclude most of the arguments for 
health insurance are socialistic fallacies. If this 
class of folks need a law for health why not have 
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a compulsory law for clothing, feeding, and 
providing employment for the same calss, be- 
cause their health depends as much on food, 
clothing and housing, as on medical attention? 
If any, or all of the present draft of the law is 
adopted we may expect some of the following re- 
sults, namely: 

1. It would destroy the American spirit of 
independence. 


2. Police power would be required to enforce 
the law. 


3. Socialism would surely come. 


4. It would produce class legislation for 30 
per cent of the people and would legislate prin- 
cipally against the medical profession because 
the doctors would be forced to accept something 
they never wanted. 


5. It would furnish political employment for 
230,000 politicians. 

6. There would necessarily have to be carrier 
funds, of $175,000,000 annually, which would 
be controlled by politicians. 

7. The state would collect a tax of $5 in order 
to effect a saving of $1. 

8. No one but allopathic physicians could 
serve as health physicians. 

9. It would interfere with some of our pres- 
ent day “isms” because it would force medical 
examination, and compel medical treatment of 
Christian Scientists. 

10. The initials C. H. I. may stand for Com- 
pulsory Health Insurance in the present draft 
law, but if this law is ever adopted, they would 
then stand for “compulsory health injustice” 
to employe, employer and the medical profes- 
sion. 

The solution then of this great problem is the 
knowledge medical men possess, and the op- 
portunity given to use that knowledge. Manu- 
facturers are beginning to ask for us, and I am 
sorry to say, medical men do not interest them- 
selves much with industrial matters. This field 
of medicine is a new specialty and requires a 
great deal of time, with preparation, especially 
having to do with association of employe to his 
home and to his employer. In other words the 
group system in medicine will naturally bring 
about, many of the needed changes. 

If I were to write my ideas in the form of a 
prescription for these issues, I would write the 
prescription in some such way as this: 
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For the American Association of Labor Legis- 
lation; Prof. Irving Fisher, Yale University, 
president ; and Dr. I. M. Rubinow, director gen- 
eral and statistician of Compulsory Health In- 
surance, New York, sociologists, welfare work- 
ers, et al. 

R A thorough purging of socialism and 
class legislation. 


Add to this, appreciation of our medical re- 
sponsibility toward the workman and his em- 
ployer. 

Dilute sufficiently with preventive medicine; 
the group system of diagnosis made free, to the 
indigent poor or the ‘industrial worker with a 
large family. 

Mix, and extend our health departments so 
that sputum examinations. Widal tests, diph- 
theria cultures, Wassermann tests, x-ray and all 
other necessary laboratory examinations are made 
free to the worthy industrial worker. 

Label, Elixir of U. S. A. To be taken in large 
doses, often repeated until the full physiological 
effect is obtained. 

I hesitate to sign such prescription. Nor 
shall I sign it with a mere name—but instead 
of a signature, you will find written the names of 
employe, employer and the medical profession. 

3058 Wilson avenue. 


DISCUSSION. 


Dr. C. R. G. Forrester: I have listened to Dr. 
Kuhn’s paper with considerable interest and I have 
just jotted down some points which I want to 
bring out that will be of interest to all of us. I 
shall not deal in figures, for I cannot add such 
large figures, but I want to discuss some points 
that I do feel, that we as physicians must consider 
in the next few years to come. I am very much 
afraid that some of us men who are downtown 
entirely learn a good deal more of what is going 
on about this “Compulsory Health Insurance” than 
most of the members in general practice, who are 
busy with their own affairs, and we must say can- 
didly are not interested in insurance. The in- 
dividual doctor of the outskirts will raise a holler 
when his toes are pinched, but if we all get to- 
gether and think of a plan whereby we can pro- 
tect ourselves, then we can do something, but the 
greatest difficulty that I find in talking with the 
practitioner is lack of cohesiveness—there is no 
co-qgperation—they do a lot of talking but that is 
all. ° 

Now, what I want to bring to the minds of you 
gentlemen is a point discussed in this paper on 
Compulsory Health Insurance in England, which 
has existed as a failure. I knew two doctors in 
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England who told me that Compulsory Insurance 
is the most distasteful thing they have to contend 
with. They do not like it and none of them would 
do it, except that they are forced to do it. They 
find that it puts a burden on them that they did 
not think of. They are called upon to do unheard 
of duties for a small stipend, a remuneration so 
small that we cannot even imagine it over here. 


Now, Dr. Kuhn brings up another discussion in 
reference to charity by the practitioner. I want 
to say right here that there is not a profession 
in the world that indulges in so much charity as 
the doctor does, without any thanks or compen- 
sation. They do for the people and by the people 
without any solicitation, and even when they are 
solicited they will often leave their work and go 
and take care of that patient without any re- 
ward, and here on top of this they are talking of 
compulsory insurance. To avoid this, which we 
must, we need CO-OPERATION. 


Another point of interest is that of brokering 
our services. We should not be called upon to do 
this. If we want to do an act of charity, all right, 
but we should not be called upon to do it. We 
do not want to broker our services, and this is 
what “Compulsory Health Insurance” would mean. 

Dr. Kuhn brings up another question—legisla- 
tion—and I want to say right here that this is the 
most important topic that he has discussed to- 
night. We are all so busy in our individual affairs 
that we fail to realize what is going on in the 
political and legal centers in our different states. 
It would be the easiest thing in the world if we 
would co-operate and go to Springfield and keep 
our eyes on what is going on. It would not be a 
waste of time. Out of the funds of the different 
medical societies we could appoint an attorney 
of our own, who would go to Springfield and 
watch what is going on and protect our interests. 
Nobody will protect them if we do not. They will 
take advantage of us men as long as we let them, 
but we must get together. 

Another discussion is that of the affixed salary 
for the physician which would come with the en- 
forcement of “Compulsory Health Insurance.” 
You know that no man is going to put forth the 
same amount of effort on the work that he does 
for 50c that he would for $2.00; or give the same 
attention to an operation for $25.00 that he would 
for $75.00, but this is going to come if we do not 
watch ourselves. 

Now, another question came up to my mind 
while Dr. Kuhn was discussing his paper. If this 
compulsory insurance should reach a point of 
active recognition, what is going to happen to our 
clinics that are held in our large hospitals, where 
so much interesting work in surgery is done? The 
physicians and surgeons in their clinics today are 
doing more for the poor than “Compulsory 
Health Insurance” can do. 

If “Compulsory Health Insurance” comes in 
force I want to impress upon your minds that the 
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doctor will be told what to do and at what price, 
and he will have no choice in the matter. The 
importance of preventing such a state of affairs 
I cannot put too forcibly to you, and I emphatic- 
ally plead for co-operation. We must not talk; 
we must organize, systematically, and know what 
is going on. 

Dr. George L. Apfelbach: Labor unions are 
against health insurance as endorsed by the pres- 
ent advocates of such. There are many men in 
the labor movement who recognize the value of 
health insurance if it were handled by a strong 
central government. 

It seems to me that inasmuch as a nation we 
are waging a war against autocracy, it would be 
traitorous on the part of American individuals to 
even advocate health insurance, as it is entirely 
contrary to our ideas of democracy, and is abso- 
lutely part and parcel of the autocratic German 
system of government. 

I believe that this war will put the American 
citizenry under great obligations to the medical 
profession, and that the honest, non-foreflushing 
American will support the medical profession 
against being made a proletariat either under the 
jurisdiction of private corporate insurance inter- 
ests or in the service of a political machine. 

If such is, however, the outlook in spite of the 
present economic situation, I would again feel it 
necessary to plead with the medical profession to 
join hands with the labor organizations and with 
the agricultural classes in a fight against health 
insurance. 





ARE OUR PRESENT METHDOS OF COM- 
BATING PULMONARY TUBERCULO- 
SIS EQUAL TO THE TASK ?* 


Joun L. Jacgug, M. D. 
CHICAGO. 


Pulmonary tuberculosis, “the captain of the 
man of Death,” as Bunyan calls it, has been oc- 
cupying a most conspicuous place ip“the minds 
of the medical profession, for the last three de- 
cades. The discovery of the fact that this disease 
is communicable, gave a great impetus to the work 


of prevention. Indeeg, the tuberculosis dispen- 
saries, the nurses’ visits to the houses of the 
afflicted, and the educational campaigns have all 
served this great purpose. 

Pulmonary tuberculosis being one of the most 
widespread of diseases that the internist as well 
as the general practictioner has to deal with 
should, of course, be combated by the united 
efforts of all of us. That we may render efficient 
service in this work we naturally have to keep 


“Read before the Chicago Medical Society, Nov. 21, 1917. 
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ourselves informed about the various phases of 
this question, medical as well as sociological, and 
then to follow a definite and harmonious plan 
of work. But this can be formulated only by a 
discussion in which the profession at large par- 
ticipates. Our object here is the same that we 
generally try to attain through the well known 
routine of our work. 1. Cure the afflicted. 2. 
Prevent the spread of diseases. But is pulmonary 
tuberculosis curable? Is it preventable? 
Pulmonary tuberculosis is curable and, para- 
doxical as it may seem, the proof is furnished 
more convincingly by the dead than by the liv- 
ing. The areas of healed pulmonary tubercu- 
losis that are being contantly discovered on post 
morten examinations of individuals who died 
from other causes, demonstrate beyond a doubt 
that the human body is supplied with the power 
of vanquishing the tubercle bacillus. The 
processes through which this is accomplished 
are, however, absolutely unknown to us. But 


since those individuals studied in post-morten 
examinations had pulmonary tuberculosis with- 
out anybody suspecting it, and recovered with- 
out anybody interfering with it, we naturally 


want to know whether recoveries take place 
among patients who have been subjected to 
treatment, and to what extent those recoveries 
could be directly attributed to our efforts. 


It is a self-evident truth that before we report 
cures from any disease, an indisputable diagnosis 
must be made. In view of the fact that it 
is generally conceded that recovery is most likely 
to take place in the incipient stage, whatever 
that may be, and inasmuch as for the diagnosis 
of those cases the tubercle bacillus is not es- 
sential, it would be reasonable to think that at 
least a certain number of those cases that re- 
covered might not have been tuberculous at all, 
but that they presented a clinical picture that 
made an error in diagnosis excusable but, never- 
theless, their inclusion among the recovered 
tubercular cases unjustifiable. Without reflect- 
ing upon the keenness of perception and in- 
dividual aptitude of some men that might en- 
able them to reach a high degree of efficiency 
in the interpretation of the well known and also 
of the finer diagnostic points that are perceptible 
oniy to the expert, errors in diagnosis we must 
admit may still be committed. 

During the first year of the opening of the 
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Radcliff Infirmary, according to Osler,? out of 
580 cases all sent by physicians with the diag- 
nosis of pulmonary tuberculosis 243 were found 
not to be tuberculous at all. But this fact some 
will say simply emphasizes the deficiency in the 
diagnostic ability of the general practitioner. 
Commenting upon the fact just mentioned Osler? 
says: “The active crusade against the disease has 
made both the public and the profession more 
alert and we have, as so often happens, gone to 
an extreme and one is apt to see early tuber- 
culosis in trivial complaints.” Loeffler* says that 
physical signs alone are not to be relied upon at 
all. Hamman‘ in reviewing his own ten years 
of work at the Phipps Dispensary, during which 
time physical signs, clinical symptoms, histories, 
roentgenographies, and the results of tuberculin 
tests have been carefully studied, comes to dis- 
couraging conclusions in regard to early diag- 
nosis of pulmonary tuberculosis. He has ap- 
plied the tuberculin test to 1,000 cases and later 
endeavored to trace as many cases as it was pos- 
sible. Here are some of the results: Of 258 
cases who reacted to the tuberculin test and seen 
between three and four years later, 176 were 
perfectly well, 5? were unimproved ; that is, they 
were still suffering with the symptoms they had 
originally complained of and who were suspected 
of having pulmonary phthisis; only 16 became 
frankly tuberculous. As to the physical signs, 
he found extensive changes in the lungs of per- 
fectly normal individuals. He studied the 
chests of perfectly healthy students and nurses 
and discovered abnormal physical signs, and 
those findings were corroborated by roentgen- 
ography. After finding that not one of the 
cherished hopes of early diagnosis that were rap- 
idly taking root in the minds of the profession 
had been realized, he makes the following state- 
ment: “The long time of work has shattered 
agreeable delusions and robbed us of fond hopes 
and as the evidence we slowly amassed pulled us 
from our first position we followed unwillingly 
to the path where it led.” 

Janeway® says: “I have been in a position for 
a number of years to arrive at these judgments 
of which Dr. Hamman speaks, and I am in com- 
plete accord with his point of view.” 

H. M. King of the Loomis Sanatorium says: 
“T think it is true that not a few cases remain 
under observation and treatment for months 
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classified as positively tuberculeus in which the 
one unequivocal diagnostic factor is lacking: 
namely, the presence of the tubercle bacillus in 
some of the excretions and among those cases 
doubtless there are some, perhaps many, which, 
if the truth were known, are not tuberculous at 
all.” Many similar opinions could be quoted, 
but enough! If doubts about the reliability of 
an early diagnosis are expressed by such men as 
Osler, Hamman, Janeway and King, the claims 
of others to the contrary must be subjected to 
careful scrutiny. Meanwhile, we are justified in 
assuming that the number of recoveries made 
by consumptive patients will decrease in direct 
proportion to our ability to differentiate between 
the doubtful and frank tubercular cases, and to 
our facilities for keeping ourselves informed 
about the further developments with those cases 
after they were discharged as cured. 

Much as we may differ in regard to the de- 
pendability upon the various diagnostic proce- 
dures for the early recognition of pulmonary 
tuberculosis, much as we may debate upon the 
question of its curability, one phase of the tuber- 
culosis problem enjoys at the present time the 
unanimity of the medical profession. That is, 
the question of prevention. Pulmonary tuber- 
culosis is a preventable disease. Pulmonary 
tuberculosis can be more easily prevented than 
cured, say Bandelier and Roepke.’ But in order 
to prevent it we would have to apply here all 
the rules governing the work of prevention in all 
ether contagious diseases ; that is, thorough isola- 
tion. As the object we seek to accomplish by 
isolating the consumptive is practically reached 
the moment we succeed in prevailing upon the 
patient not to cough into the air, but to shield 
his mouth with some substance—a piece of paper, 
for instance, and also to expectorate into a re- 
ceptacle that could be destroyed, it would ap- 
pear theoretically that the plan of strict hospital- 
ization is not at all indispensable. Indeed, we 
would have to try the method of home treatment 
first. It is comparatively easy to instruct the 
patient not to expectorate on the floor, and not 
to cough in people’s faces. The tuberculosis 
dispensaries correlated with the nurses’ visits to 
the houses of the afflicted undoubtedly have re- 
sulted in inducing the patients and friends to 
resort to the precautionary measures just men- 
tioned. 
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But, inasmuch as the goal we are endeavoring 
to reach is the complete annihilation of pulmon- 
ary tuberculosis, and converting it from a terrible 
menace to a historical curiosity, we ask ourselves 
whether or not our present methods of combat- 
ing the disease are conducive to the eventual 
consummation of our aims. Our answer to this 
question must be based upon the analysis of the 
psychological condition of the human being when 
he is expected to carry on precautionary meas- 
ures for an almost interminably long time. The 
patients can be roughly divided into three classes : 
To the first belongs the ignorant patient who 
yields blindly to the instruction given to him by 
the nurse or doctor, but who on account of his 
inability to conceive of a danger that is not 
apparent to him gradually begins to disobey 
orders, at first secretly and then openly, in de- 
fiance of the nurse or doctors, defining their 
mentality in highly uncomplimentary terms. 
To the second class belong the more or less in- 
telligent people who carry out the instructions 
with a willingness that indicates a realization of 
their importance. But they too become intoler- 
ant to the constant necessity of following rigid 
rules laid down for them. The male patient 
often rebels against the restrictions put upon 
conjugal life. The patient’s friends, also ren- 
dered indifferent by constant familiarity with 
the dangers of contagion, sustain them in their 
revolt. 

Once this stage has been reached—and it in- 
variably is reached—all the good work has been 
simply wasted. There are a few patients of a 
higher degree of intelligence who follow the rules 
faithfully until] they reach a stage of physical 
exhaustion that makes them incapable of the 
slightest attempt to exercise the prescribed pre- 
cautions, and who are compelled to expectorate 
anywhere, with the sole desire to free themselves 
of the masses of the muco-pus that clings to their 
throats during the last days of their wretched 
lives. When we take into consideration the 
great number of consumptives who, after search- 
ing in vain to regain their health by visiting the 
various health resorts, return home to spend the 
remaining days of their lives and die after their 
families have been exposed to the dangers of in- 
fection, we can see how such unfortunates leave 
behind them enough of tubercular material and 








often also infected members of the family to 
insure the perpetuation of the disease. 

In the face of these daily tragical occurrences 
is there any justification for the cheerful assump- 
tion that the deliverance of the human race from 
this dreadful disease is at hand? 


The so-called dispensary treatment and home 
isolation not being conducive to the eventual 
eradication of pulmonary tuberculosis, there re- 
mains only one expediency and that is hospital- 
ization of all tubercular cases. Koch,® in his 
last lecture at the Academy of Science, April 7, 
1910, speaking about the reduction in the death 
rate from pulmonary tuberculosis that has taken 
place during twenty-eight years, analyzing its 
causes, with a view of utilizing them for the 
further curtailment of the ravages of this disease, 
thinks that the diminished mortality was caused 
by improvement in the housing conditions of 
the poor, especially the sleeping rooms, and to 
the isolation of the sick in properly constructed 
institutions. He recommends the continuation 
and extension of the work of isolation as the prin- 
aipal factor leading toward the best results. 
Rabnow’ says that in order to make the struggle 
with tuberculosis effectual, isolation of the sick 
is indispensable. Leube*® says that the only ef- 
fectual way to combat this disease is to separate 
the consumptive from his family. I bring for- 
ward the names of these famous men because 
there are still some who believe that home and 
dispensary treatment can accomplish the desired 
ends. 

It is true, of course, that the moment we decide 
upon hospitalization of all consumptives a prob- 
lem of most gigantic dimensions opens before us. 
The moment we take a consumptive into our 
care he becomes a problem for the rest of his life- 
time, for nobody can be certain of his complete 
recovery.. This fact is well illustrated by the 
special lexicon devised for the definition of the 
state of his health upon leaving the sanitarium. 
“Apparently cured, apparently arrested, quie- 
scent, improved.” Those are the statements 
written on the records, demonstrating the hesi- 
tation of the medical men in pronouncing the 
patient unconditionally cured, and incidentally 
the doctor’s honesty in being frank to acknowl- 
edge his uncertainty about the outcome of the 
case. If we are not certain about his recovery 
le is naturally an everlasting problem to us. 
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Many of these patients have families that depend 
upon their support. If we send him to work, the 
disease might become active again; if he remains 
idle, then he becomes a burden upon charity, the 
demand for which always exceeds the supply. 

In order to make isolation complete and 
effectual, our activities must not be limited to 
the advanced cases alone. Analogous to other 
contagious diseases, the milder cases might be- 
come a greater menace than the advanced, for 
the latter are forced to remain indoors, so that 
the supply of victims is restricted to those who 
are forced to come in contact with them, while 
the milder cases mingle freely with other people, 
exhaling or coughing out sprays that might be 
impregnated with tubercle bacilli and thus en- 
danger whole communities. Furthermore, as 
Rabnow® justly remarks, many of the milder 
cases, especially among young unmarried women, 
work in places where foods, like cakes and can- 
dies, are being prepared. The danger this brings 
to the people is quite obvious. 

The undiagnosed or doubtful cases present a 
problem that is not very easy to solve. By an- 
alogy with other contagious diseases we should 
isolate doubtful cases until a diagnosis is made. 
The children of the consumptive would have to 
be taken care of in an energetic manner in order 
to avert a possible outbreak of tuberculosis in 
them. The colossal difficulties that will be met 
with once the practice of isolation is to assume 
the requisite proportions are not to be over- 
looked. However, we must decide first of all, 
whether those difficulties can be overcome, at 
least, in theory, and use every effort to put our 
theories into practice, or if those difficulties are 
insurmountable to submit to our fate. 


The work that has already been done and the 
results obtained would seem to justify our hopes 
for still greater results in the future, if we only 
persist in it. If we undertake to carry out our 
program of isolation, including in this all of 
the tuberculous cases, the advanced as well as 
the mild cases, and at the same time find some 


effective measure for handling the doubtful cases, 


we see immediately the need of a great expend- 
iture of money. Can we afford it? I would 
answer categorically and unhesitatingly, yes— 
once the people are convinced of the national 
significance of this question. Just let us take 


a glimpse across the Atlantic, where sums stag- 
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gering human imagination have been, and are, 
being destroyed, and the people find means of 
raising those stupendous sums. Now we are 
being drawn into the vortex ourselves and have 
appropriated $7,000,000,000 to start with. With 
the expenditure of a fraction of this money, pul- 
monary tuberculosis could be stamped from the 
face of the earth. The raising of the enormous 
sums of money was made possible because en- 
tire nations put their shoulders to the work. In 
times of peace there is no question of greater 
importance than that of pulmonary tuberculosis, 
a disease that has been killing hundreds of thou- 
sands of young people every year, and we know 
now that those people have been dying from a 
wholly preventable disease. The fight with pul- 
monary tuberculosis must be carried on by co- 
ordination of all the forces of organized society, 
the small local organizations doing their utmost 
with the central government assisting with its 
tremendous resources. If all the communities 
that build a town hall and a police court and a 
church would at the same time provide a suitable 
place for their consumptive population—and 
they would do it if we kept on pointing out to 
them the great function of life saving that those 
places would serve—if every community that 
hires a minister to preach to it how to safe- 
guard the soul would hire a doctor—and to the 
great credit of the medical profession, doctors 
would do it gratis—to teach them how to pro- 
tect themselves from this terrible disease, the 
question of pulmonary tuberculosis would be well 
on the way towards permanent solution. 

The whole problem is at the present time com- 
plicated with the question of the disposition of 
the patients returning from the sanitarium with 
an ambiguous label attached to them. You want 
them to do some useful work; they will naturally 
be put to work at the trade in which they had ac- 
quired skill by previous experience; and so you 
send them back to the very places which had 
been contributing factors to the contraction of 
the disease, and from which you have found it 
tiecessary to send them to be cured. Those who 
are unable to work are thrown upon the mercies 
of social service, county agents, etc. I have re- 
cently heard a very earnest and honest social 
worker telling naively that the county agent is 
making an extra allowance to the consumptive; 
while the usual sum allowed by this institution 
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is $4.00 per family per month, the consumptive 
is getting $4.75. Think of this seventy-five cents 
per month extra! Doesn’t that sound a little 
like opposing a sixteen-inch howitzer with a pop- 
gun? By concerted and well directed efforts in 
which all organized governments, local as weli 
as general, participated, patients could be as- 
sisted to remain in the country, engage in farm- 
ing, produce foodstuffs instead of merchandise, 
and not only become self-supporting, but produce 
a surplus of food that could be used for the sup- 
port of those tuberculous cases that are unable 
to work. We have in this country a great abun- 
dance of good, but idle land; about 2,000,000 
acres in the State of New York alone, about 
1,000,000 in our own state. If agricultural im- 
plements as well as instruction would be fur- 
nished the improved consumptive, his life would 
undoubtedly be prolonged, the danger of infect- 
ing others reduced to a minimum and the burden 
resting upon organized charity very greatly re- 
lieved. 

That all the advanced cases should be kept in 
institutions all the time is not being disputed; 
how to induce them to go to sanitariums and re- 
main there will undoubtedly be a difficult prob- 
lem to solve. But we have sufficient time for 
the solution of this question. Let us first of all 
have accommodations for all of them; just now 
we have not. If we impress the consumptive in 
the advanced stage that we are not sending him 
to be buried alive, as some have expressed them- 
selves, but on the contrary we are sending him 
for treatment; if we make his life as enjoyable 
as possible, showing him kindness and consider- 
ation, he will most probably clamor for admis- 
sion instead of resisting it. For dealing with the 
unreasonably obdurate, appropriate laws will 
have to be enacted. If we had places in the 
country where the doubtful cases could be sent 
and put under medical supervision, our ability 
to distinguish between the tubercular and non- 
tubercular cases would be greatly increased. A 
general survey of the work-shops and tenement 
houses, that is, of all those places where people 
live huddled together under poor hygienic con- 
ditions, would then be of enormous value. For 
the moment that we found an individual in poor 
health that justified a suspicion of pulmonary 
tuberculosis, he would be removed from the un- 
healthy environments and sent to the country 








for both recuperation and observation. Within 
a reasonable time we should probably be able to 
decide whether we are dealing with a case of 
pulmonary tuberculosis and transfer him to a 
sanitarium, or find that our suspicions were not 
realized and help him to return to work, his con- 
dition meanwhile having been much improved. 
At the present time, however, what purpose can 
a survey serve as long as it can go no farther than 
to make a diagnosis that in a good many cases, 
to say the least, must be doubted ? 

The immensity of the tuberculosis problem 
demands the co-operation of every intelligent 
physician. If special qualifications for the work 
are necessary, then let us proceed to become 
equal to the situation. Let us study the various 
phases of the question of diagnosis. Let us be- 
come more proficient in the art of physical diag: 
nosis, but by all means, let us not shoulder it all 
upon the expert. Once the diagnosis has been 
made, there is only one thing to do if we are to 
be consistent, and that is hospitalization. That, 
with our present knowledge of the subject, seri- 
ous consideration should still be given to dis- 
pensary treatment of tuberculosis, is beyond 
comprehension. 


Let us put our demands squarely upon the 
people. Let us tell them that this great question 
cannot be solved by half-hearted work. We must 
tell them that they must build sanitariums where 
we can place every case of pulmonary phthisis 
the moment it is discovered. That they must 
furnish enough places in the country where the 
improved consumptive could be kept all the time. 
That they must establish places of recreation 
where the suspicious cases could be sent for re- 
cuperation and observation. We must tell them 
that we are perfectly aware of the difficulties that 
are to be overcome, but let us impress upon them 
that we are conducting a war upon a murderous 
enemy, and we must follow the slogan of war- 
fare—that is, on to victory, regardless of cost. 
Let us tell the people of Chicago that money 
spent on surveys and new diagnostic stations 
while large numbers of consumptives are con- 
stantly kept on the waiting list for the lack of 
accommodations at the Municipal Tuberculosis 
Sanitarium, cannot be considered as prudently 
spent, but could be used to much greater advan- 
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tage by erecting more cottages on the beautiful 
grounds we already possess. 
59 East Madison Street. 
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CHICAGO. 


At no time in the history of war has the 
medical officer been so valuable or his responsi- 
bilities so great as in the present world war. Not 
only does he relieve the wounded and restore 
the sick, but he also assumes great responsibility 
and command. The defense from gas attack is 
in charge of medical officers. 

The medical reserve officer reporting for duty 
from civil life or from the Officers’ Training 
Camp finds himself in new and unusual sur- 
roundings. Hf he will keep in mind that he is 
with friends he will be saved embarrassment and 
delay in getting settled in his quarters and as- 
signed to duty. To all officers both of the staff 
and line, let me impress upon them not to buy 
all the equipment offered them by smart sales- 
men. Buy a minimum of equipment only. The 
officer who buys $300 worth of equipment as I 
have read in the press, is very extravagant. If 
you have less equipment than you need you can 
as a rule get the additional equipment from 
overcoats to a needle or an anchor in the Ex- 
change (the general store of the army) owned 
and operated by the soldiers themselves. Prices 
in southern Texas and other far away points 
I find are from 10 per cent to 50 per cent cheaper 
than in the big cities. 

The crucial test of war has compelled war de- 
partments to make many changes. Where human 
lives are saved and thereby military efficiency and 
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strength increased, the “dolling up” of the 
soldier is not to be considered, and radical 
changes in uniform as well as arms are under 
way. The long overcoat has given place to the 
short or trench coat in most of our divisions and 
will beyond any doubt be eliminated for field 
service. A soldier climbing out of a trench and 
dashing across “no man’s land” must not be 
handicapped in his movements and his chances 
of being killed increased at least 100 per cent 
by being slowed up and exposed to fire for double 
the time with a coat that prevents free move- 
ment of his legs. Riding boots and spurs are 
classed with the spectacular and useless. Don’t 
report for duty in the field wearing a cap or rid- 
ing boots and spurs. 

If from a training camp don’t inform your 
new friends that you have “been recommended 
for promotion” for several thousand officers re- 
porting ahead of you from the training camps 
have told the same story. 

The day’s duties commence at 6 a. m. in my 
division in southern Texas. 

Calisthenics and drill until 6:45, 

Breakfast, 7 a. m., 

Drill, instruction, care of the sick and injured 
till 12 m. - 

One-thirty to 4:30 p. m., lectures covering the 
European war illustrated with maps, ride and 
problems, transportation of the wounded. 
Medicine and surgery, 

Seven-thirty to 9:30 p m., Lectures by staff 
officers and by foreign officers. 

The subjects differ each day and every officer 
in our division from Second Lieutenant to Gen- 
eral attends these lectures and writes an ex- 
amination upon every lecture given. If he does 
not make a grade of 50 per cent he must report 
for further instruction. 

Many medical men who are not familiar with 
the extraordinary demand that is made upon 
medical officers during and after a battle fre- 
quently ask me, “why are medical officers given so 
much physical exercise, calisthenics and drill?” 
If an officer cannot stand this course of instruc- 
tion he would fail and become a liability and care 
instead of an asset and help when the army is 
engaged in a battle and when the surgeon is fre- 
quently called upon to work 16 and 18 hours 
over an operating table or in the dressing room 
attending to the wounded. This physical train- 
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ing is essential to make him capable of doing 
just this work for the wounded must be attended 
to with all possible speed and the surgeon must 
have the physical strength to meet the demand 
upon his strength and endurance. 

Our nation is building up an army of soldiers 
better trained, better equipped than the country 
has ever known in the past. I have served on the 
firing line in several wars but I have never known 
civilians suddenly called into military service 
to have the same thorough training in the 
art of war and perfect physical development 
that our national army is getting today. The 
medical corps composed almost entirely of Re- 
serve officers, is doing a greater share of the 
work than they have ever attempted in the past 
and taking a more active part in the winning of 
battles. For instance, gas and flame defence is 
under command of medical officers, the offensive 
under the command of the engineers, every medi- 
cal officer has to take a gas course to become 
proficient and expert in wearing the gas mask 
and pass an examination in gas defence. He 
must also take a course in non-medical duties, 
court martial procedure, signal service, ordnance, 
military trains and pass written examinations 
in all to qualify for the duties of a staff officer. 
Never in the history of armies has the position 
of the medical officer been so important or his 
services so valuable. 

Personally and on behalf of my many com- 
rades, I want to say a word to the members of 
the profession who are so nobly doing their “bit” 
by helping those of us who are serving the coun- 
try away from our homes and families. They 
are‘making the burden lighter by their generosity 
and they are living up to the ethics of the pro- 
fession as they have existed for more than 100 
years and to the unwritten law that has said 
that “in the hour of need, we, your brother phy- 
sicians, will take care of your patients and your 
family.” The chivalry of the past is with us to- 
day, I am glad to say and from the bottom of 
my heart I wish to thank the members of the 
medical profession who have attended my pa- 
tients and who in every case have, even in emer- 
gencies, seen that the fees were for the benefit 
of my family. There are no ghouls or looters 
in our profession and I hope the members of 
other professions are acting in the same manly, 
human manner to those who are making the 
sacrifice that must be made to win this war as 
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the members of the Chicago Medical Society are 
making to help those of us who are carrying the 
white man’s burden in the fight for liberty and 
lasting peace. 





THE CAUSES OF INSANITY AND THE 
RELATION OF THE FAMILY PHY- 
SICIAN TO THE PATIENT.* 


J. T. Rooxs, A. M., M. D. 
KANKAKEE, ILL. 


For convenience of discussion the causes of 
insanity may be divided into three general 
groups. First we have those cases which are 
caused by definite organic changes in the brain 
such as those resulting from traumatism, new 
growths, acute infections, chronic infections 
(such as syphilis), vascular changes such as 
syphilitic endarteritis, arteriosclerosis and hem- 
orrhage. Usually with the exception of arterio- 
sclerosis and syphilis the mental disturbances 
caused by these various affections are so obvious 
that we need not consider them tonight. Ar- 
teriosclerosis, on the other hand, is at times in- 
sidious in its onset and so disastrous in its re- 
sults that the general practictioner cannot be 
too well informed concerning the nature of the 
mental disorder resulting from it. These cases, 
arising as a rule in middle life or later, are fre- 
quently agitated and restless, showing a marked 
emotional instability. The patients’ emotions 
may given way to tears in one moment and in 
the next they may be expressed in laughter. 
Confusion, tendency to wander aimlessly about, 
syncopal attacks or definite convulsions or even 
strokes are not uncommon. It is important, 
therefore, that such cases be early recognized 
and proper steps taken to prevent self-injury, 
whether accidental or volitional; and, too, lucid 
intervals frequently accur during which the 
patient may attempt feats or business transac- 
tions for which he is entirely unqualified. 

The conditions, however, which are of far 
greater importance to the family physician are 
those resulting from syphillis of the central 
nervous system. That is especially true of gen- 
eral paralysis of the insane, for there is perhaps 
no condition in which an early diagnosis is of 
more importance and at times more difficult. 


—- | 
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The so-called classical mental and physical symp- 
toms of general paralysis of the insane, as far 
as my experience goes, are usually not present. 
It is a protean disease. The onset may be sud- 
den or it may be gradual over many months or 
even years, and this disease may simulate any 
known type of mental disorder. Mistakes in 
diagnosis result not only in false prognosis but 
also, since the patient is often the custodian of 
the family exchequer, disastrous financial and 
other business transactions may be entered upon. 
When the onset is rapid and ushered in by defi- 
nite obvious mental deterioration the physician’s 
task is easy, but it is those cases which progress 
slowly with frequent more or less complete re- 
missions that are baffling to the diagnostician 
and are so likely to give rise to family heart- 
aches and other difficulties, which could have 
been avoided had the family physician only 
recognized the presence of this terrible disease ; 
and yet, the more I study this disease the more 
I realize that it is not an easy matter for me to 
point out the differentiating diagnostic symp- 
toms. In all cases of insanity arising in an 
individual who has led an active business or pro- 
fessional career, although we know general paraly- 
sis of the insane usually occurs during or after 
middle life, regardless of the symptoms, the 
complement fixation test should be made, and 
if positive, the cerebrospinal fluid should be ex- 
amined, ‘for general paralysis of the insane con- 
stitutes a surprisingly large percentage of all 
cases of insanity. The biennial report from 
October 1, 1912, to September 30, 1914, shows 
that there were 1,975 patients admitted to the 
Kankakee State Hospital. Two hundred and 
twenty-two of these, or a little more than 11 
per cent, were suffering from general paralysis 
of the insane. The patient should be separated 
from his business and if the mental disturbance 
is persistent he should be placed, if he has means, 
in a private sanitarium and if not in some state 
hospital where his chances for recovery, if the 
disorder is curable, are far greater than they 
would be at home. For if he is suffering from 


general paralysis of the insane it is better for 
him, better for his relatives and better for his 
business the farther he is away from it. I wish 
especially to emphasize the tremendous role 
played by syphilis as a cause of insanity and, too, 
so frequently among our more important men. 
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The second group consists of those cases for 
which we have thus far been unable to establish 
a definite organic basis and as far as our knowl- 
edge of the subject is concerned the cause or 
causes are obscure and we can tell you but little 
more than you already know. They occur com- 
paratively early in life—usually in youth or in 
young adult life, but may occur later. In this 
group we find the cases of dementia precox and 
manic depressive psychosis. Heredity is un- 
doubtedly an etiological factor in some cases, 
but we find others in which careful investiga- 
tion fails to establish the presence of insanity 
among the relatives or ancestors. The attempt 
has been made to explain these conditions on the 
assumption that every individual is born with a 
certain impetus capable of carrying him along 
for a given distance. With the dementia precox 
ease this impetus is insufficient to carry him 
through life. The fuse, so to speak, is too short 
and the explosion is premature. This theory 
apears to assume that these patients begin life 
as normal individuals but later actually consume 
or use up their mental faculties. If this is true 
it seems to me difficult to understand why all 
cases do not in the long run deteriorate to the 
same extent or why it should ever be possible 
for permanent improvement to take place. 
Other authorities claim that these cases are of 
an odd type from birth, and that their actions 
and habits, which we call peculiar, are simply 
the natural development or evolution of their 
normal self. While superficially bright as chil- 
dren, especially in the sight of the parents, who 
are naturally charitable regarding the defi- 
ciences of their own children, yet the skillful 
alienist would have no difficulty in recognizing 
the unmistakable symptoms of the dementia 
precox of the future. The child is odd. He is 
not interested in play and other things that in- 
terest the average child. He may prefer the 
company of adults. He may be unable to pro- 
tect himself against other children or to fight 
his own battles. Hence, he may win the reputa- 
tion of being a model child. The difficulty with 
this theory is one that we often meet and that 
is the very peculiarities which stamp one man 
as insane may be considered perfectly normal 
when exhibited by another under different cir- 
cumstances. For example: I was informed 
that a certain man whom some of us know to 
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be a prominent psychiatrist, was observed carry- 
ing on a lively conversation with himself while 
walking down Michigan avenue in Chicago? Is 
he insane? I think this alienist would call his 
own peculiarities, which were not noticeable to 
others, an evidence of insanity if presented 
against another person who might be undergo- 
ing a trial for his sanity. 


Third, we have other assigned causes of in- 
sanity such as infection and exhaustion, sexual 
excesses, including masturbation, and intoxica- 
tion. The other causes belonging to this group, 
being less frequently observed, are perhaps of 
less importance from the point of view of the 
family physician and we will therefore not take 
time to discuss them. The existence of exhaus- 
tion per se is doubted, but that exhaustion fre- 
quently accompanies delibitating conditions such 
as prolonged infections or even lactation is gen- 
erally admitted, and in our classification of in- 
sanity we have a group of cases called infective 
exhaustive. These cases either recover or 
terminate in early death. Here again we have 
difficulty in drawing the line between sanity and 
insanity. Who can say when we can call an in- 
dividual insane because he is delirious and suf- 
fering from hallucinations in the course of an 
infectious disease? Such a condition may last 
only a very brief interval or it may be prolonged 
many months, finally resulting in complete re- 
covery at home without anyone ever having the 
slightest suspicion of the patient’s having been 
insane. On the other hand, we frequently have 
patients brought to us in an acute delirious state 
of only a few days’ duration and may recover 
within a few days more. Some of these cases 
recover while confined in the county jail, even 
before they arrive at the state hospital, yet we 
say they are insane; but the other patient who 
remained at home in a state of delirium and con- 
fusion for months is not called insane. It is 
obvious, therefore, that these people undoubtedly 
suffer a great deal of injustice and we should 
have some different method of dealing with 
them, for, after all, it is a serious matter to de- 
clare a man insane. It is one thing for us, who 
are engaged in the care of the insane, to talk 
about educating the public into the understand- 
ing that the insane are invalids and that it is no 
disgrace to be afflicted with that sickness which 
we call insanity; but it is quite another thing 
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to be placed in the position of the unfortunate 
patient. Whenever possible these cases should 
be cared for at home by the family physician, 
and the medical staffs of the various state hos- 
pitals should, and I am sure they would, gladly 
co-operate with the family physician and offer 
him suggestions regarding treament, and thus 
save the patient and his friends the embarrass- 
ment of the court and the state hospital. 


That sexual excesses and masturbation are re- 
sponsible for a large percentage of all cases of 
insanity is a definite conclusion in the minds of 
the laity and also in the minds of some physi- 
cians. We hear this from the parent, from the 
wives, from the friends of patients and even 
from the patients themselves. It is not strange 
that they should hold these ideas, for in mental 
disturbances a sexual coloring or delusions and 
hallucinations of a sexual character are more 
uniformly present than those of any other one 
type. They may assume the most extraordinary 
character and may persist even when real sexual 
excitement is impossible. At times patients, 
realizing the onset of insanity, have themselves 
castrated and occasionally perform the operation 
themselves with the belief that it will result in 
a cure. The cases of this type which have come 
under my personal observation are still insane, 
and it is my belief that masturbation frequently 
becomes a mere mannerism with some of these 
patients. Then, too, we often meet those who 
conscientiously believe sexual congress to con- 
stitute a cure for insanity, and we find parents 
endeavoring to find husbands for their insane 
daughters with the hope that married life will 
result in a cure; and I have even known one 
case where the mother actually hired a mistress 
to live with her insane son. Now, we who have 
made a study of insanity, regard these various 
sexual manifestations simply as a part of the 
general mental disturbance, and in no sense the 
cause of mental disorders. The two most power- 
ful and primitive instincts are the sexual and 
self-preservation and the former is even more 
powerful than the latter, for the beast will lay 
down his life in defense of his mate and so will 
man. Hence, when an individual loses control 
of his mental faculties, disturbances of this most 
powerful of all instincts are to be expected. 


We have left now the intoxications. Intoxi- 
cations resulting from infections have already 
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been discussed, but we still have the drug fiends 
and alcoholics. The prohibitionists and tem- 
perance workers have a great deal to say about 
alcohol as the cause of insanity. Ministers of 
the gospel and other leaders of church organiza- 
tions can produce surprising figures showing the 
tremendous role played by alcoholic beverages in 
the production of mental disorders. On the 
other hand, the tendency of modern psychiatry 
is to look upon the excessive indulgence in the 
use of intoxicants as a symptom rather than a 
cause of mental disorders. The alcoholic is re- 
garded as a naturally abnormal individual and 
there is no occasion for doubting this—at least 
as regards the so-called periodic drinker. Some 
of these individuals can work for months in the 
presence of alcoholic beverages and never touch 
a drop only to develop suddenly an irresistible 
craving for it. We even hear the theory ad- 
vanced that if these persons could not obtain 
alcohol their morbid tendencies would manifest 
themselves in other spheres, perhaps criminal or 
sexual or both. My personal belief is that this 
is probably carrying our conclusion a step too 
far, and if alcohol as a beverage could be placed 
out of existence many worthless creatures would 
become useful citizens and the population of our 
hospitals for the insane would increase much 
less rapidly than it has in the last few years. 

Therapeutic measures are not included in the 
subject under discussion, nevertheless I am re- 
luctant to close without saying something about 
the care of the alcholics. As a rule they are 
more or less hopeless unless arrangements can 
be made whereby it will be impossible for them 
to obtain the drug, and it is a wise and just law 
that provides for the proper supervision and 
prolonged segregation of confirmed drunkards. 
The State of Illinois, however, has no suitable 
institution for the care of this class of defec- 
tives. At the state hospitals they recover rapidly 
from the immediate effects of alcohol, but too 
often alcoholism is only one of their numerous 
vices. Usually in many respects they are skill- 
ful and may be bright, at least superficially, 
and because of this they are mischief makers 
and more or less of a constant source of trouble 
and annoyance at the state hospital from which 
they escape practically at will only to be re- 
turned in a few days in a state of intoxication. 


(Continued on page 63) 
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Editorials 


EX-GERMAN AMBASSADOR GERARD 
RAPS HEALTH INSURANCE IN 
GERMANY. 


“The Paternal German Government” 

Former U. 8S. Ambassador Gerard, in his story 
“My Four Years in Germany,” as published in 
the Philadelphia Public Ledger, gives data that 
the apologists for health insurance would do well 
to assimilate. 

For instance, he tells us “that the much ad- 
mired workingmen’s insurance against unem- 
ployment, sickness and old age has tied the 
worker to his job as the serf of old was tied to 
the soil. The government disposes of his wages 
to so large an extent that he has not enough left 
to strike out for himself, and if by any chance 
he does break loose, he loses all his past pay- 
ments.” 

Again Gerard notes that more than 55 per 
cent. of the families in Berlin live in a single 
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room, and adds the biting and wholly accurate 
comment: 

“The Germans are taken care of and educated 
very much in the same way that the authorities 
here (in America) look after the inmates of a 
poorhouse or penitentiary.” 

A statement which is the sad but literal truth. 
The German people are not free politically, in- 
dustrially, intellectually, or in any other way. 
The German government molds the minds, di- 
rects the energies, and even spends the incomes 
of its subjects. 





MEDICAL HISTORY OF ILLINOIS. 

The Committee on Medical History of the 
Illinois State Medical Society, consisting of 
Doctors W. A. Evans, Mortimer Frank, C. C. 
O’Bryne, W. Q. Ensign, Geo. N. Kreider, E. W. 
Weis, Carl E. Black, is anxious to secure any 
historical data pertaining to the medical fra- 
ternity of Illinois. They also wish donations of 
almost anything which was connected with the 
early practice of medicine in Illinois for an ex- 
hibit. These donations may consist of saddle- 
bags, office furniture, office equipment, books, 
journals, instruments or anything a doctor may 
have used during the early days. They wish to 
make this exhibit at the State Medical Society 
meeting in Springfield; again at the meeting of 
the American Medical Association in Chicago, 
and later at the Centennial Commission in 
Springfield. Any one having access to anything 
that may be of interest in the historical way 
should communicate with Dr. Carl E. Black, 
Jacksonville, Tl. 





REPORTING VENEREAL DISEASES. 


A new measure has recently been inaugurated 
into a law, which will attempt to enforce the re- 
porting of all venereal diseases. Evidently, the 
authors have realized that difficulties await the 
enforcement, for there has been written into the 
ordinance loop holes of escape for the rich and 
influential, who do not wish their cases, and 
particularly their names, reported. We always 
supposed that a “patient of good repute in his 
community” could spread venereal disease as 
fast and far and wide as one of lesser standing, 
and we did not know that his special brand of 
disease was preferable to that of his less for- 
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tunate neighbor, whose standing in his com- 
munity was not so good. 

We predict if there is an attempt to enforce 
this ordinance, there will be trouble ahead, and 
we are not sure, in the event of its enforcement, 
that the doctor will not be the loser, as certainly 
society will be. We do not pretend to know what 
the legal status of this law may be—time and 
the courts must answer that—but we are quite 
sure it will cause many entanglements. We 
have no idea what attitude those specialists, who 
are treating these diseases, will take, but we ven- 
ture to say they will not report their cases. It 
‘will be financial suicide for them if they do. 

As undesirable as all this may be, the regret- 
table thing is that the educational agencies will 
lose all results of their work and influence, and 
temporarily, at least, the question of venereal 
disease will sink low again, and its victims will 
fall once more into the hands of charlatans, or 
perhaps worse, will be left untreated until the 
ravages of their disease are apparent. 

The educational effort made by various or- 
ganizations, physicians and other factors has been 
far-reaching. The laity has been taught that 
this is the day of preventive medicine. People 
have been taught the evil of venereal and other 
diseases, and society is benefiting by this educa- 
tional propaganda. A continued educational 
campaign, conducted in a sane manner, will 
eventually teach the people how to so live as to 
escape many of the ill conditions of life now 
existing. 

The benefits derived from the various educa- 
tional factors are proven every day, and are 
demonstrated by the large number of Wasser- 
mann tests and other examinations made in all 
the laboratories ;—many of the tests made at the 
patients’ requests alone. This is proven by the 
number of young people who go to physicians 
previous to their marriage, to ascertain if they 
are physically fit, if they gre free from tuber- 
culosis, syphilitic taint or other infectious dis- 
eases. This is a recent experience of physicians. 
It did not exist prior to educational activities. 
Only a few years ago did the present educational 
fight against tuberculosis begin, and already has 
the mortality rate from that disease fallen. 
Tuberculosis and syphilis have some characters 
in Common. 

The layman is being taught and is beginning 
to tnderstand that he should not have these 
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diseases, and if he has them, he should get rid 
of them and not pass them on either to his 
neighbor or to posterity. Will he go to his 
physician for information or will he go for 
physical examination and various analyses pre- 
vious to marriage, if he knows that an affirmative 
finding will be reported and become open know!l- 
edge to the public? Nay, nay, and neither would 
you, my dear health officer, who have fostered and 
nursed this bill until it has become a law. 

Physicians have been gaining the confidence 
of their patients—the public—and once having 
gained that confidence, are in a position to edu- 
cate and treat them until cured. Can the physi- 
cian retain the confidence of a patient when that 
patient knows that every ailment and condition 
is going to the public? Once again, no. 

‘We do not wish to oppose honest beneficial 
health regulations. We want to boost them, but 
we want first reasonable argument showing bene- 
ficial results to be obtained from such regulations, 
and want to be convinced that such will not tear 
down the work that capable men have been doing 
for years. 

We do not believe that this new law is bene- 
ficial. We believe it will not only prove a farce, 
but will be the undoing of much good that has 
been done prior to its enactment. This educa- 
tional work doubtless will be continued by those 
physicians—specialists, most of them—in their 
teachings both to their patients and to the public, 
but they can not accomplish results laboring 
under such a handicap. The enactment of this 
law, we think, lies largely with public health 
officers, who wish to increase public notice to 
their office and their efforts, and who are not 
always fully advised on the subjects with which 
they deal. 





ANOTHER INSULT TO THE PROFESSION 

In a recent number of the Bulletin of the 
Chicago Health Department, the following in- 
sult is offered to the medical profession : 

“The Commissioner of Health is glad to an- 
nounce to the medical profession that the de- 
partment has available at the present time a lim- 
ited amount of the new anti-pneumococcus 
orm * ° ° 


“In view of the fact that the serum is given 
intravenously under certain specific precautions, 
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the serum will not be given at large, except in 
selected cases. 

“For the present, the Health Department will 
furnish one of its workers, who has studied this 
method of administration at Rockefeller Hos- 
pital, to administer the serum.” 

Is this a thinly (?) veiled method of telling 
the medical profession of Chicago that it is a set 
of ignoramuses, who are not capable or com- 
petent to practice medicine and, therefore, our 
highly informed Health Commissioner will de- 
tail one of the subordinates to treat our pneu- 
monia patients? Chicago physicians presumably 
have never heard of intravenous medication. 
They have not sufficient knowledge to be per- 
mitted the use of vaccines, serums, antitoxins, 
etc., therefore, our Health Commissioner will 
select some one from his corps of assistants to 
administer this pneumococcus serum. 

In Chicago are physicians known to be at the 
head of the profession, and known internationally 
as great medical teachers and clinicians. A 
great medical center here has brought men from 
all over the country to attend lectures, post- 
graduate schools, clinics and hospital courses. 
Perhaps a larger per cent of the physicians of 
Chicago are medical teachers than in any other 
city. The city is now known as the great medical 
center of the country. To these add the capable 
men who have had years of access to these medi- 
cal institutions of learning, and have spent years 
of their life following their profession, and then 
have this insult thrown upon them—and by 
whom ? 

What a Great and Glorious Feeling one must 
have when he is Health Commissioner! 





COUNTY SOCIETY MANUSCRIPTS. 

The JourNaL wishes to call attention of secre- 
taries of the county societies, that a part of their 
duty is to send the manuscripts read at their 
county society meetings to the JournaL. Not 
a half dozen secretaries of the entire state are 
careful in this matter. If these papers are not 
published, the society has lost the value of them 
and the authors have labored in vain. 

Many authors do not like to send in their own 
manuscripts and ask for publication. The sec- 
retary is not treating the members of his society 
courteously when he asks him to read a paper 
before his society and then will not show enough 
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interest to have it published. A little more care 
in this matter might assist the secretary in pre- 
senting interesting programs to his society. 





WARNING 

We are advised that a very clever swindle is being 
worked by a young man calling on physicians in vari- 
ous sections of the country. He is fraudulently solicit- 
ing orders and collecting money for subscriptions to 
medical journals and for medical books published by 
various firms. He usually represents himself as a 
student, working his way through college and trying 
to get a number of votes to help him win a certain 
contest. He sometimes uses the names*of L. D. 
Grant, H. E. Peters, R. A. Douglas and F. C. Schnei- 
der and he usually gives a receipt bearing the heading 
of some Society or Association, such as United Stu- 
dents’ Aid Society, the Alumni Educational League, 
the American Association for Education, etc. 

The description given of this swindler is: young 
man of dark complexion, rather slender, with very 
dark hair combed straight back and shows his teeth 
plainly when talking. 

The whole scheme is a fraud. The societies men- 
tioned do not exist. The idea is to collect money by 
offering special discounts and prices on medical books 
and journals and skip with the money. 

This young man does not represent W. B. Saunders 
Company, whose name he frequently uses. He is a 
fraudulent subscription agent and physicians, gen- 
erally, should be on the lookout for him. 





37,500 NURSES WILL BE NEEDED FOR ARMY 
OF 1,500,000 MEN ; ABOUT 3,800 NOW IN CORPS 





1000 PER CENT INCREASE SOUGHT 





Nurses Being Called for Daily to Meet Needs in 
United States and for Duty Overseas— 
280,000 in the Country 





Thirty-seven thousand five hundred nurses will be 
needed in the Army Nurse Corps of the Medical De- 
partment, according to present estimates based on an 
Army of 1,500,000 men. The present strength of the 
corps is about 3,800. Increasing the enrollment by 
nearly 1,000 per cent in a year is the task confronting 
the corps. 

Daily numbers of nurses are being called for to 
meet immediate needs in Army hospitals in the United 
States and for duty overseas. The present rate of 
enrollment does not meet the demands. Hospitals at 
National Guard and National Army camps still need 
371 nurses to bring the quotas of all up to the mini- 
mum considered necessary—65 each. 


DECEMBER APPLICATIONS 


Since the Army Nurse Corps made public, early in 
~ccember, its urgent need for more nurses 1,903 re- 
quests for application blanks have been received and 
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the blanks forwarded. During the same period 351 
nurses have applied for enrollment and many of these 
already have been accepted. These enrollments are 
in addition to about 650 nurses obtained through the 
Red Cross during the same period. 

In order to get the enrollments up to the needed 
number some of the requirements heretofore imposed 
are being waived. According to estimates of the 
nursing committee of the General Medical Board of 
the Council of National Defense, there are between 
80,000 and 90,000 registered nurses in the country 
and about 200,000 other graduate and practical nurses. 


RESERVE TO BE ORGANIZED 


Just as soon as immediate needs of cantonment hos- 
pitals have been cared for a reserve of 100 nurses will 
be organized for emergency service in the United 
States. Lakewood Hotel, Lakewood, N. J., has been 
leased by the Government for use as a general hos- 
pital for the Army and provisions will be made for 
housing the reserve nurses there. This hotel has not 
yet been turned over to the War Department, but 
will be. in a week or so. The necessary alterations 
will be made as soon as practicable and the 100 nurses 
for the reserve will be needed in addition to the per- 
manent nursing staff of the hospital. 





ENEMY OWNED PATENTS ARE GRANTED 
AMERICAN FIRMS 


The Federal Trade Commission has granted to 
three American firms licenses to manufacture and sell 
two drugs which heretofore have been controlled by 
enemy aliens under American patents. 

The Abbott Laboratories, of Chicago, were licensed 
to produce and sell “Veronal” under a nonexclusive 
license. The patent for this important drug was 
granted to Emil Fisher for E. Merck of Darmstadt, 
Germany, to run until 1922. Under the terms of the 
license issued today the drug, one of the safest and 
best hypnotics. and nerve calmatives, is hereafter to 
be known as “Barbital.” It is stipulated that the new 
name, together with the scientific name—C. C. diethyl- 
barbituric acid—be printed on all packages containing 
the drug. Old name of “Veronal” may also be used 
on the packages in an explanatory sense. The Abbott 
Co. is required under its license to pay to the Alien 
Property Custodian 5 per cent of its gross receipts 
on the sale of the drug. It is further stipulated that 
the Federal Trade Commission reserves the right to 
fix prices and be the judge at all times of the quality 
of the drug manufactured. The prewar price of this 
drug was $21.50 per pound; it now costs $40 per 
pound to import it. The Abbott Co. can make it 
at $20 per pound, and will sell it at a 15 per cent 
profit. 


SECOND LICENSE GRANTED 


The Rector Chemical Co., of New York City, and 
the Farbwerke Hoechst Co., of which latter. Herman 
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Metz holds all the stock, were licensed to manufacture 
and sell the drug introduced as Novocain, which is 
hereafter to be called “Pro-Caine.” “Pro-Caine” is a 
local anaesthetic extensively used in surgery. It has 
largely supplanted the use of cocaine and has none of 
the ill effects or habit-forming qualities of cocaine. 
The prewar price for “Pro-Caine” was $52 per pound, 
but the last sale a few weeks ago brought $720 per 
pound. The Rector Co. believes it can manufacture 
“Pro-Caine” for $65 per pound and agrees to sell at 
about $95 per pound. Right to fix price and judge of 
the quality of the production as usual is reserved by 
the Federal Trade Commission. 

The licensees are required to pay to the Alien 
Property Custodian 5 per cent of their gross receipts. 
It is stipulated also in the licenses that the new name 
“Pro-Caine” must appear on all packages containing 
the drug. 





WEEDING OUT INCOMPETENT OFFICERS IN 
MEDICAL CORPS 


Surgeon General of the Army, William C, Gorgas, 
has ordered that steps be taken for the elimination 
from the service of all incompetent medical officers. 
In this category will be placed officers not fully quali- 
fied to perform their duties because of mental and 
physical incapacity, bad habits, or laziness. By the 
provisions of this order, effective December 14, offi- 
cers assigned to duties that they can not competently 
perform because of unsuitable previous training will 
be transferred and tried in other positions. If then 
unable to do satisfactory work, they will be reported 
to the Surgeon General as unfit and sent before a 
board with a view to their discharge from the service. 


ORDERS TO COMMANDING OFFICERS 


Recognizing that a proportion of medical officers 
are not fully qualified to perform their duties be- 
cause of physical disability, mental incapacity, tem- 
peramental unfitness, laziness, inability to command 
men, lack of education or proper training, all division 
surgeons, commianding officers of base hospitals and 
other medical officers having subordinates are directed 
to list those whose work has not been satisfactory. 
If mental incapacity is suspected, psychological exam- 
inations will be given to determine the fact. System- 
atic instruction in military hospitals recommended 
to remedy incompetency due to poor training in the 
technique of professional work. The medical officers’ 
training camps are relied upon to correct deficiencies 
other than professional incapacity. 


TO BE GIVEN FAIR TRIALS 


Medical officers who have been transferred will be 
given proper instruction in their new work and will 
not be discharged from the service until their su- 
periors are convinced that they can not become com- 
petent within a reasonable time. No action for dis- 
charge will be taken until they have failed in two lines 
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of work—viz., the professional care of the sick and 
disabled and medical field work, the latter including 
camp sanitation, handling of men, first aid and trans- 
portation of wounded. 





NURSES ARE URGENTLY NEEDED FOR THE 
U. S. ARMY HOSPITALS mi 


Surg. Gen. Gorgas of the Army has made the fol- 
lowing appeal to the superintendents of training 
schools for nurses, to presidents of the alumnae asso- 
ciations of the same schools, to the presidents of State 
nurses associations, and to the presidents of State 
examining boards for registered nurses: 

“Please bring to the attention of the graduate nurses 
of your school, association, and nursing profession in 
general, the great need of the War Department for 
the services of nurses in the various army hospitals 
in this country and abroad as a result of the war. For 
the proper care and preservation of life of sick and 
weunded soldiers in hospitals, skilled nursing, care, 
and atteniior is absolutely essential, and can only be 
given properly by graduate nurses. The men of 
.america have so nobly answered their country’s call 
that it is believed the nurses would not be less patriotic 
but would come forward to give their aid in the 
Lospitals if they but understood the urgent need. 


NEED GROWING DAILY 


“This need is growing daily and to meet it, it will 
be necessary for this office to have on file the names 
of thousands of nurses who can respond to a call on 
short notice. In the course of the next year it is 
estimated that at least 20,000 nurses will be required 
in the army hospitals at home and abroad should the 
war continue, therefore the applications of all gradu- 
ate nurses who are professionally, physically, and 
morally qualified for service will be given considera- 
tion by this office, certain of the requirements being 
waived for the period of the war emergency only. 
Nurses will be appointed for three years if they de- 
sire, or for the period of the emergency. 

“A nurse traveling under orders is given a first- 
class ticket, Pullman car accommodations, and is re- 
imbursed for incidental traveling expenses not exceed- 
ing $4.50 per day for meals and tips. Nurses are not 
required to purchase new uniforms, but may use any 
white uniforms which they may have. Should it be 
necessary to purchase new ones, those conforming to 
the specifications should be obtained. 

“Application should be made direct to the superin- 
tendent, Army Nurse Corps, War Department, Mills 
Building, Washington, D. C. It is hoped that the 
nurses of the country will show their patriotism by 
responding to this call in large numbers.”—Official Bul- 
letin, Thursday, Dec. 6, 1917. 





ABSTRACT 


Moriey :—The Preparation and Standardization of 
Ovarian and Placental Extracts——Surgery, Gynecology 
and Obstetrics, Volume XXX 1917—324. 
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Morley gives due emphasis in his article to the need 
for more uniform methods in the preparation of ova- 
rian and placental extracts. Tangible laboratory and 
clinical data are still moreover lacking in extent. A 
review of the more important articles on the above 
subject reveals the circumstances that it is only within 
the last ten years that an attempt has been made to 
isolate the active principle of the ovary and placenta, 
especially the former. Iscovensco (1908) \ obtained 
“lipoids” from the red blood corpuscles, hypophysis, 
kidney, adrenals, ovaries, the testicles and the corpora 
lutea, and discovered they exerted a ‘certain action on 
the female genitalia. The “home-stimulating” lipoids, 
he found, had an action on the same organ from which 
they were derived, the “hetero-stimulating” lipoids 
exercising an action on different organs—this division 
he discovered later being purely arbitrary. Hermann 
(1915) believes he has succeeded in separating the 
“Active substance” of the corpus luteum and of the 
placenta as a specific chemical substance, having identi- 
cal physiological properties. Hermann possibly ob- 
tained his so-called active substance in a purer state. 
After engaging in special research work along this 
line during the last two years, Morley expresses the 
opinion that up to the present time no ideal method of 
preparation has been formulated, and until that is ac- 
complished, standardization of the product will not be 
attempted. Considering the newness of the subject 
the article concludes with quite an extensive bibliog- 
raphy. 





A WORD TO THE WISE—OR OTHERWISE 


A greater or less number of physicians may recently 
have received in their mail a letter identical with one 
which the writer received this morning. Among the 
attractive plums in this literary pudding are the fol- 
lowing (soft pedal, please) : 

“Would you like to get into a branch of medicine 
that will afford greater pecuniary advantages, less 
petty annoyances, such as Sunday work, night calls, 
slow pay, etc.? * * * If so, we would like to talk to 
you with a view to appointing you medical director of 
the Life Insurance Company. This is an 
unusual opportunity for the progressive, ambitious 
physician to make official connections that will prove 
very profitable, with a steady income, regular and 
short hours, and a position of dignity and influence. 
It would not be necessary for you to give up your 
regular practice, but would give you a chance to get 
out of it gradually if you so desired. We have a clean 
proposition with a string organization and several 
unique features and advantages. Jt would, of course, 
be necessary for you to be a stockholder in the com- 
pany,* but we would make you a special proposition 
which would let you in right and would prove a profit- 
able investment.” : 

To the large number of the older members of the 
profession who recall the gullible days of their youth, 
when financial plums hung upon every “promising” 





*Italics mine.—G. F. L. 








tree, and perhaps to some of the young fellows, the 
proposition under consideration will afford oppor- 
tunities for retrospection. For instance, they doubtless 
will remember the “appointments” (sic) they received 
as “medical examiners” of life insurance companies, 
the only requirement for which was that the pros- 
pective examining physician should take out a large 
policy in the company. They will remember that they 
sometimes were allotted examination enough to pay 
for the first premium, but that in most instances they 
did not receive even this. The old doctors who have 
become wise frdm experience probably will not take 
the trouble to investigate the reliability of the 
Life Insurance Company, which, of course, may be an 
injustice to the aforesaid company, but, nevertheless, 
will be natural enough. It is possible that there really 
is some such animal in the world as a “branch of medi- 
cine” that will afford all the advantages and emolu- 
ments promised by the Life Insurance 
Company. If so, and there are any specimens now in 
captivity, the writer will gladly pay a substantial ad- 
mission fee to view the rara avis. i 

That the Life Insurance Company is in- 
timately and intelligently in touch with matters medical 
in Chicago is shown by its humane and philanthropic 
endeavor to relieve your humble servant from “Sun- 
day work and night calls.” I might remark in passing, 
however, that I have sufficient will power left to en- 
able me to avoid breaking the Sabbath to any 
physically disastrous or financially unprofitable extent. 
As for “night calls,” if in my own case they ever be- 
come onerous, I will immediately consult some friendly 
urologist. 

The writer notices with some emotion the naivete 
with which the Life Insurance Company 
states that it has a “string” organization. As to 
whether the company’s statement is a typographic error 
or supererogation, the reader must decide for himself. 
Precisely what the Life Insurance Com- 
pany means by the statement that it “would make you 
a special proposition which would let you in right, and 
wi! prove a profitable investment,” can, of course, be 
a: certained by inquiry. It is to be hoped that “let you 
in right” is not the dominant note in the proposition. 
But the fact that “it is necessary for you to be a stock- 
holder in the company” suggests the wisdom of a 
careful investigation before making any investment. 

In propositions such as that under consideration it 
is well for the doctor to remember that about 87 per 
cent of legitimate business enterprises are failures, so 
that, granting that everything is as honest and fair as 
might appear on the surface, the odds are against the 
man who “plays the other fellow’s game.” It would 
seem that a life insurance company that has sufficient 
financial backing to insure a reasonable chance of suc- 
cess should not be compelled to solicit subscriptions to 
stock from physicians with alluring promises of em- 
ployment as medical examiners or directors. The 

Life Insurance Company at present under 
consideration may be financially solid and absolutely 
on the square, but, considering the average chances of 
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failure of new enterprises, I would advise any phy- 
sician who chances to have a little loose money lying 
around to refrain from backing the other fellow’s 
hand. If he wants a sure thing, let him buy a Liberty 
Bond, a savings certificate or a good first mortgage 
bond. If he merely wishes to warm his sporting blood, 
let him bet on a prize fight, the outcome of the Euro- 
pean war, or almost anything else where he has a run 
for his money. G. Frank Lypston. 





—From Bulletin Chicago Medical Society, December 
15, 1917. 





DRASTIC ORDER TO SAVE HEALTH OF 
UNITED STATES SOLDIERS 


Washington, D. C., Dec. 1.—(Special.)—To offset 
the effect of reports of a high mortality rate in the 
army the war department has made public a report pre- 
pared by the statistical division which shows that since 
America entered the war only 1,394 men have died, 
been wounded, or reported as captured or missing. 

This report covers every branch of the army, na- 
tional guard, national army, and the regular army here 
and in France. Since April 6, 1,348 soldiers have died 
from all causes, thirty-five have been wounded, and 
eleven have been captured or reported as missing. 
“Natural causes” is marked against 937 deaths, acci- 
dents have resulted in 352 deaths, while only eleven 
have been killed in action and eighteen lost at sea. 

There is no disposition in Washington, however, to 
conceal the fact that the recent report made by Sur- 
geon General Gorgas has been the cause of consider- 
able anxiety. One of the first results has been the 
promulgation of most stringent regulations designed to © 
reduce the number of pneumonia cases in the national 
guard and national army camps.—Chicago Sunday 
Tribune, 





WHICH WAS THE WORST? 

Dr. J. N. of S. was called to the R. S. home to at- 
tend the condition of Mrs. W. R., which was worse, 
but on the gain at present—Kirkland (Ill) Enter- 
prise. 





MANY COME TO ALEDO FOR SURGICAL 
RELIEF 


Dr. S. has been kept quite busy the past week oper- 
ating upon out-of-town patients. Among those oper- 
ated upon were the two children of Mr. and Mrs. D. 
of Oquawka for tonsils and adenoids; daughter of M. 
of Burgess for tonsils; daughter of Mr. and Mrs. G. 
R. of Joy for tonsils; Mrs. J. L. of Matherville, eye 
operation; Miss T. of Oakville, Iowa, ear operation; 
Mrs. F. O. of Morning Sun, Iowa, nose operation; 
Miss A. F. of Reynolds, ear operation, and Mrs. F. E. 
of Woodhull, throat operation.—Aledo Record. 
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Public Health 
MEDICAL ADVISORY BOARDS. 


For the purpose of re-examining registrants for the 
new national army who have been disqualified for 
military service by local exemption boards, there have 
been created thirty-three medical advisory boards, 
ten of which will confine their activities to the counties 
of Cook and Lake, and twenty-three to the other 
counties of the state. These boards were selected 
at a conference in Springfield, held under the direc- 
tion of Major Frank Billings of the Medical Reserve 
Corps, who was detailed by the War Department to 
assist Governor Frank O. Lowden in districting the 
state and in selecting the members for these boards. 
Each board is made up of from five to six internists, 
one of whom is to devote himself especially to 
tuberculosis; three to four surgeons, two urologists, 
two neurologists, two eye, ear, nose and throat men 
and two dentists. The total number of physicians 
selected by this service is 554, 203 of whom are in- 
ternists, 134 surgeons, 24 urologists, 21 neurologists, 
97 eye, ear, nose and throat men, and 75 dentists. 

The individual boards were purposely made large 
enough to assure efficient service for the government 
and at the same time to deprive the public of its cus- 
tomary medical service as little as possible. The phy- 
sicians selected are, in most instances, busy men de- 
voting themselves to special lines of work and in the 
plan of organization adopted, it will be possible for 
the Boards to work in three shifts, leaving to each 
member ample time for the pursuit of his private 
practice. 

In addition to the thirty-three advisory boards, there 
has been created a medical advisory board at large, 
made up of neurologists and psychiatrics, whose ser- 
vices are available to any medical advisory board on 
call. The members of the Medical Advisory Board 
are Dr. George A. Zeller, Alton State Hospital, Alton; 
Dr. Cyrus H. Anderson, Anna State Hospital, Anna; 
Dr. Charles F. Read, Chicago State Hospital, Dun- 
ning; Dr. Ralph T. Hilton, Elgin State Hospital, 
Elgin; Dr. E. A. Hill, Jacksonville State Hospital, 
Jacksonville; Dr. H. D. Singer, State Psychopathic 
Institute, Kankakee; Dr. Eugene Cohn, Kankakee 
State Hospital, Kankakee; Dr. Thomas H. Leonard, 
Lincoln State School and Colony, Lincoln; Dr. Ralph 
A. Goodner, Peoria State Hospital, Peoria; Dr. C. E. 
Ehle, Illinois Soldiers and Sailors Home and Hos- 
pital, Quincy; Dr. Max C, Hawley, Watertown State 
Hospital, Rock Island; Dr. A. H. Dollear, Norbury 
Sanitarium, Jacksonville; Dr. George W. Brock, At- 
lanta; Dr. Frederick H. Daniels, Batavia; Dr. Thomas 
G. Charles, Beardstown; Dr. William A. Stoker, 
Centralia; Dr. Samuel A. Graham, Clinton; Dr. Frank 
M. Anderson, Decatur; Dr. Bruce D. Parrish, Mat- 
toon, Dr. Emil Z. Levitin, Peoria and Dr. William A. 
Crooks, Rock Island. 

The personnel of the Medical Advisory Boards is 
as follows: 
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District No. 1, embracing Jo Daviess, Stephenson 
and Carroll counties, with headquarters in Freeport: 
Drs. B. A. Arnold, N. R. Harlan, W. L. Karsher, 
C. L. Best, W. B. Peck, J. T. White, L. G. Voight, 
J. S. Clark, J. W. Rideout, C. L. Snyder, E. H. Place 
of Freeport, Dr. Joseph Dolamore of Galena and Dr. 
J. D. Lyness of Savanna. 

District No. 2, embracing Winnebago, Boone, Mc- 
Henry and Ogle counties, with headquarters at Rock- 
ford City Hospital, Rockford: Drs. F. H. Kimball, 
John A. Green, Charles E. Wright, W. B. Helm, John 
E. Allaben, Thos. B. Culhane, John E. Tuite, Wm. R. 
Fringer, W. G. Hatch, Sidney P. Wilgus, James E. 
Harned, Marion L. Hanaford, Charles J. Sowle of 
Rockford, Dr. Arthur W. Swift, Dr. Robert B. An- 
drews and Dr. Robert W. McInness of Belvidere, Drs. 
H. M. Francis, Norman Lee Sellye of Woodstock and 
Dr. Horace H. Sheets of Oregon. 

District No. 3, embracing the counties of Cook and 
Lake, with the following Boards: Board No, 3A with 
headquarters at St. Joseph’s Hospital, 2100 Burling 
St., Chicago: Drs. George E. Baxter, 4610 Broadway, 
Dr. John A. Robison, 30 N. Michigan Ave., Dr. A. C. 
Crofton, 25 East Washington St., Dr. Chas. J. Whalen, 
25 E. Washington St, Dr. George C. Hunt, 937 
Foster Ave., Dr. Charles Adams, 33 Bellvue Place, 
Dr. Coleman Buford, 122 S. Michigan Ave., Dr. 
Frederick A. Jefferson, 202 S. State St., Dr. William 
Hessert, 547 Fullerton Ave., Dr. John B. Ellis, 25 E. 
Washington St., Dr. Wm. L. Noble, 32 N. State St., 
Dr. George Fiske, 25 E. Washington St., Dr. Austin 
A. Hayden, 25 E. Washington St., Dr. John A. Cav- 
anaugh, 7 W. Madison St., Dr. G. J. Dennis, 25 E. 
Washington St., Dr. Herman Brown, 31 N. State St., 
Dr. Frank Lydston, 32 N. State St., Dr. Chas. Mc- 
Kenna, 6 N. Michigan, Dr. Peter Bassoe, 30 N. 
Michigan, Dr. Edw. F. Leonard, 25 E. Washington, 
Dr. Ethan A. Gray, 2733 N. Clark, Dr. G. W. Dittmar, 
58 E. Madison St., Dr. D. C. Bacon, 31 N. State St., 
Chicago. 

Board No. 3B, with headquarters at Augustana 
Hospital, 2043 Cleveland Ave., Chicago: Drs. Frank 
Smithies, 30 N. Michigan Ave., Robert B. Preble, 30 
N. Michigan Ave., Homer M. Thomas, 22 E. Wash- 
ington St., Dr. Anders Frick, 3219 Clark St. A. J. 
Oshner, 2106 Sedgwick St, J. W. Whiteside, 714 
Postal Tel. Bidg., Gilbert Wynekoop, 4500 Sheridan 
Road, David Fiske, 25 E. Washington St. J. B. Lor- 
ing, 25 E. Washington St., Frank Allport, 7 W. Madi- 
son St., Dr. George P. Marquis, 30 N. Mich. Ave. 
Alfred N. Murray, 25 E. Washington St. Nelson 
M. Percy, 2106 Sedgwick St., Ralph C. Hamill, 30 
N. Michigan Ave., Lewis J. Pollock, 25 E. Washington 
St., Dr. G. C. Poundstone, 2605 Milwaukee Ave. and 
Dr. D. C. Bacon, 31 N. State St., of Chicago. 

Board No. 3C, with headquarters at Cook County 
Hospital, Harrison and Wood Sts., Chicago: Drs. 
Leon Bloch, 25 E. Washington St., Frederick Tice, 
25 E. Washington St., Milton M. Portis, 122 S. Michi- 
gan Ave. L. M. Loeb, 34 N. Michigan Ave., Archi- 








bald L. Hoyne, 25 East Washington St., A. B. Keyes, 
122 S. Michigan Ave. T. A. Davis, 2344 Jackson 
Bivd., Lawrence Ryan, 32 N. State St., Fred G, Dyas, 
25 East Washington St, E. V. L. Brown, 122 S. 
Michigan Ave., George F. Suker, 25 E. Washington 
St., Arthur M. Corwin, 25 E. Washington St., William 
M. Stearns, 22 E. Washington St, F. A. Bisdom, 
1548 Belmont Ave., Frederick G. Harris, 104 S. 
Michigan Ave., J. S. Nagle, 5 N. Wabash Ave., S. 
Krumholz, 25 E. Washington St., Clarence B. King, 
4100 Madison St., H. A, Potte, 31 N. State St. and 
H. O. Hansen, 1553 W. Madison St., Chicago. 

Board No. 3D, with headquarters at Cook County 
Hospital, Harris & Wood Sts., Chicago: Drs. K. K. 
Koessler, 104 S. Michigan Ave., Theodore Tieken, 
30 N. Michigan Ave., Wm. J. Butler, 7 W. Madison 
St. E. K. Armstrong, 5501 Prairie Ave., Jacob F. 
Hultgen, 1543 W. 5ist St., Arthur Beifeld, 122 S. 
Michigan Ave., Paul F. Dorf, 910 Dakin St. Paul 
Oliver, 625 N. Elmwood St., Wm, R. Cubbins, 3928 
Grand Blvd., Alfred Baouffluer, 2449 Washington Blvd. 
Charles M. Jacobs, 6853 Jeffery Ave., J. W. Clark, 
122 S. Michigan Ave., Chas. G. Darling, 122 S. Michi- 
gan Ave., Joseph C. Beck, 2551 N. Clark St., Robert 
Sonnenschein, 4534 Michigan Ave., George W. Hall, 
416 E, 46th Place, H. I. Davis, 5177 Michigan Ave., 
E, L. McEwen, 1703 Chicago Ave., Arthur W. Stil- 
lians, 809 E. 50th St., Louis Schultz, 25 E. Washing- 
ton St. and Dr. A. M. Howett, 108 N. State St., 
Chicago. 

Board No. 3E, with headquarters at the Presby- 
terian Hospital, Congress and Wood Sts., Chicago: 
Drs. A. F. Sippy, 122 S. Michigan Ave., B. McPher- 
son Linnell, 14 Chalmers Place, J. Murray Wash- 
burn, 122 S. Michigan Ave., Wilbur E. Post, 122 S. 
Michigan Ave., Arthur Dean Bevan, 122 S. Michi- 
gan Ave., Dean D. Lewis, 122 S. Michigan Ave., Carl 
S. Davis, 122 S. Michigan Ave., B. F. Davis, 122 S. 
Michigan Ave. D. B. Phemister, 122 S. Michigan 
Ave., Emory Hill, 30 N. Michigan Ave., Cassius D. 
Westcott, 22 E. Washington St., George E. Sham- 
baugh, 122 S. Michigan Ave., Stanton A. Friedberg, 
104 S. Michigan Ave., Herman L. Kretschmer, 122 
S.. Michigan Ave., Thor Rothstein, 122 S. Michigan 
Ave., F, B. Moorhead, 122 S. Michigan Ave. and 
J. C, McGuire, 4131 W. Monroe St., Chicago. 

Board No. 3F, with headquarters at West Suburban 
Hospital, Austin Ave and W, Ontario St., Chicago: 
Thomas E. Roberts, 132 N, Oak Park Ave., W. G. 
Willard, 123 N, Oak Park Ave., John J. Meany, 3725 
W. Chicago Ave., Wm. H. Burmeister, 140 S. Hamlin 
Ave., J. W. Vanderslice, 155 N. 64th Ave, Oak Park, 
J. V. Fowler, 3048 Palmer Square, Thomas I. Motter, 
166 N. Kenilworth Ave., Anthony Rud, 535 N. Cent- 
ral Ave., Francis R. Sherwood, 3508 W. Harrison 
St., F. W. Kettlestrings, 332 N. Grove Ave., Henry P. 
Bagley, 208 Clinton Ave., Richard H. Brown, 5827 
Race Ave., Earl B, Fowler, 209 Oak Park Ave., Oak 
Park, Oliver S. Ormsby, 25 E. Washington St, E. W. 
Pothoff, 1139 Austin Blvd. Ralph B. Cobb, 30 N. 
Michigan Ave., Gregor B. Hassin, 31 N. State St., 
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Lester F. Fryant, 77 E. Washington St. and Dr. C. W. 
Coltrin, 59 E. Madison St., Chicago. 

Board No, 3G, with headquarters at St..Luke’s Hos- 
pital, 1431 Michigan Ave.: Drs. John Favill, 122 S. 
Michigan Ave., George W. Webster, 30 N. Michigan 
Ave., Edward F. Wells, 4744 Woodlawn Ave., Charles 
L. Mix, 104 S. Michigan Ave., W. S. Harpole, 30 N. 
Michigan Ave., A. E. Halsted, 30 N. Michigan Ave., 
Thomas J. Watkins, 104 S. Michigan Ave., Arthur 
H. Curtis, 104 S. Michigan Ave., S. W. McArthur, 
122 S. Michigan Ave., Dr. W. H. Allport, 40 Bellevue 
Place, Dr. Casey Wood, 7 W. Madison St. Paul 
Guilford, 7 W. Madison St., T. M. Hardie, 30 N. 
Michigan Ave., O. H. Maclay, 25 E. Washington St., 
Frank E. Simpson, 59 E. Madison St.,. Wm. T. Bel- 
field, 32 N. State St., Archibald Church, 206 S. Michi- 
gan Ave., Wm. D. Napheys, 1533 Hyde Park Blvd., 
Hugh T. Patrick, 25 E. Washington St. T. L. Gil- 
mer, 122 S. Michigan Ave., A. G. Johnson, 122 S. 
Michigan Ave., Chicago. With headquarters at Provi- 
dent Hospital, 36th and Dearborn Sts., Chicago: Dr. 
Daniel Burrows, 3562 Forest Ave., Luther J. Osgood, 
104 S. Michigan Ave., A. Wilberforce Williams, 3408 
Vernon Ave., W. K. Jacques, 4316 Greenwood Ave., 
William E. Morgan, 2526 Calumet Ave., Daniel H. 
Williams, 3129 Indiana Ave., Allen A. Wesley, 3102 
State St., George C. Hall, 3408 S. Park Ave., Daniel 
W. Eiss, 15 E. Washington St., Charles M. Robert- 
son, 32 N. State St., Ed. S. Stewart, 6116 Rhodes Ave., 
H. Reginald Smith, 3801 S. State St., Albert C. Mowry, 
5348 Michigan Ave., Marcus S. Oliver, 5348 Michigan 
Ave., Albert V. Yudelson, 4839 S. Michigan Ave., 
Charles E. Bentley, 25 E. Washington St., and Thomas 
T. Carlisle, 3601 S. State St., Chicago, III. 

Board No. 3H, with headquarters at Wesley Hos- 
pital, 2449 S. Dearborn St., Chicago: Drs. Chas. A. 
Elliott, 30 N. Michigan Ave., Alex A. Goldsmith, 29 
E. Madison St. Achilles Davis, 29 E. Madison St. 
Arthur R. Reynolds, 25 E. Jackson Blvd., N. S. Davis, 
Sr., 7 W. Madison St. Wm. E. Schroeder, 25 E. 
Washington St., H. M. Richter, 5117 University Ave., 
Frank E. Pierce, 104 S. Michigan Ave., Brown Pusey, 
7 W. Madison St., George T. Jordon, 30 N. Michigan 
Ave,, Robert Blue, 25 E. Washington St., J. Gordon 
Wilson, 104 S. Michigan Ave., Fdk. Menge, 25 E. 
Washington St., Dr. Charles B. Younger, 25 E. Wash- 
ington St., Victor D. Lespinasse, 7 W. Madison St., 
Norman D. Curry, 25 E. Washington St. Julius 
Grinker, 25 E. Washington St., F. W. Gothro, 122 S. 
Michigan Ave. and M. M. Printz, 1235 Lake Park Ave. 

Board No. 31, with headquarters at Michael Reese 
Hospital, 29th and Groveland Ave., Chicago: Drs. 
Arthur R. Edwards, 104 S. Michigan Ave., Joseph 
C. Griedman, 29 E. Madison St., Solomon Strouse, 104 
S. Michigan Ave., David Monash, 4735 S. Michigan 
Ave., L. A. Greensfelder, 104 S. Michigan Ave., Eman- 
uel Friend, 5 N. Wabash Ave., E. Wylls Andrews, 122 
S. Michigan Ave., Walter S. Barnes, 29 E. Madison 
St., C. E. Kohlke, 25 E. Washington St., Thomas Faith, 
31 N. State St., Mortimer Frank, 30 N. Michigan 
Ave., Ira Frank, 104 S. Michigan Ave., Harry Kahn, 
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30 N. Michigan Ave., L. E. Schmidt, 5 S. Wabash 
Ave., G. Carl Fisher, 213¢ Indiana Ave., Sidney Kuh, 
30 N. Michigan Ave., H. H. Schuhmann, 25 E. Wash- 
ington St., E. K. Fishell, 108 N. State St., Chicago, II. 

Board No. 3J, with headquarters at Englewood Hos- 
pital, 6001 Green St., Chicago: Drs. E. T. Olson, 6810 
S. Union Ave., B. J. Simpson, 6340 Halsted St., F. J. 
Lesemann, 800 W. 78th St. C. H. Lovewell, 6058 
Wentworth Ave., E. E. Simpson, 6340 Halsted St., 
Carl Langer, 1232 E. 63d St.. Wm. M. Harsha, 30 N. 
Michigan Ave., A. Augustus O’Neill, Columbia Hos- 
pital, M. L. Mendel, 1505 E. 53d St., J. S. Kauffman, 
242 York, Blue Island, Charles T. Murphy, 1105 E. 
63d St., Henry R. Boettcher, 6338 Harvard Ave., F. 
T. Avery, 29 E. Madison St., Henry G. Mundt, 6300 
Halsted St., William T. Harsha, 30 N. Michigan Ave., 
Harry G. Hardt, 6860 S. Halsted St., Frank J. Hos- 
pers, 6233 S. Halsted St., G. A. Miller, 6 N. Michigan 
Ave., Chicago, II. 

District No. 4, embracing DuPage, Kane, Kendall 
and DeKalb counties, with headquarters at Aurora 
Hospital, Aurora, Illinois: Drs. Robert A. Windett, 
Francis J. Goughlin, Emmett L. Lee, Fred J. Garrison, 
James W. MacDonald, H. A. Brenneke, Wm. L. Mur- 
phy, George A. Darmer, Adam E. Sherman, Chas. R. 
Currier, Clarence C. Thomas of Aurora, Drs. Richard 
B. Oleson, James S. Rankin of Lombard, Dr. Frank 
H. Lord, of Plano, Dr. O. L. Pelton of Elgin, and 
Dr. George W. Nesbitt of Sycamore. 

District No. 5, embracing Will and Grundy counties 
with headquarters at Hospital, Joliet, Illinois: Drs. 
John P. Benson, Roy B. Leach, Philip D, McGinnis, 
M. W. Cushing, A. J. Lennon, George F. Woodruff, 
Dr. Frank D. Rich, H. F. Latz, and S. Finley Duncan 
of Joliet, Drs. Hamilton T. King, H. M. Ferguson, 
L. J. Frederick, Peter G. Rulien, Grant Houston, 
Thomas H. Wagner, Arthur L. Shreffler, William G. 
Sachse of Morris. 

District No. 6, embracing Whiteside and Lee coun- 
ties with headquarters at Dixon Hospital, Dixon, IIli- 
nois: Drs. Clinton H. Ives, Clayton H. Bokhof, Chas. 
G. Kost, Edward S. Murphy, Edmund B. Owens, 
E. A. Sickles, K. B. Segner, Z. W. Moss, William Mc- 
Whethy of Dixon, Drs. Chas. G. Beard, George Max- 
well, William H. Perry, and Franklin W. Eskey of 
Sterling. 

District No. 7, embracing Rock Island, Henry and 
Mercer counties with headquarters at St. Anthony 
Hospital, Rock Island and Lutheran Hospital, Moline: 
Drs. Frank H. First, William D. Snively, George C. 
Craig, Chas. F. Freytag, St. Elmo Sala, Chas. E. Robb, 
and C. L. Silvis of Rock Island, Drs. Albert M. Beal 
Elvan Sargent, Henry S. Bennett, Martin S. Dondan- 
ville, John W. Seids and Frank N. Davenport and 
John W. Gluesing of Moline, Dr. Frank D. Rathbun 
of New Windsor, Dr. E. B. Gilbert of Geneseo. 

District No. 8, embracing LaSalle and Bureau coun- 
ties, with headquarters at Illinois Valley Hospital, Ot- 
tawa, and Ryburn Hospital, Ottawa: Drs. Thomas W. 
Burrows, W. H. Jamieson, B. E. LaDue, L. E. Jordan, 
P. J. Wendel and Nicholas A, Guthrie of Ottawa; 
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Dr. Fred C. Taylor of Peru, Drs. A. C. Purcell, L. J. 
Quillan, Harry C. Hill of Streator, Dr. John H. 
Franklin of Spring Valley, and Dr. Walter W. 
Greaves of LaSalle. 

District No. 9, embracing Knox, Warren, Hender- 
son, McDonough, Fulton and Schuyler counties, with 
headquarters at St. Mary’s Hospital at Galesburg, IIli- 
nois: Drs. John M. Bohan, Wm. O’R. Bradley, Clyde 
A. Finley, Geo. S. Bowen, B. D. Baird, Ralph O. 
Early, Ralph C. Matheny, F. W. Wolf, J. J. Hammond 
and H. F. Watts of Galesburg, Dr. Louis Becker of 
Knoxville, Dr. Ralph Graham of Monmouth, Dr. Geo. 
F. Ritchey of Bushnell, Dr. E. B. Bond, Stronghurst, 
Dr. C. M. Fleming, Rushville, Dr. C. N. McCumber 
of Lewistown, Dr. Joseph B. Bacon of Macomb. 

District No. 10, embracing Peoria, Stark, Marshall, 
Putnam, Woodford and Tazewell counties with head- 
quarters at Proctor Hospital, Peoria, Illinois: Drs. 
C. F. Farnham, George W. Parker, Elmer E. Nystrom, 
Geo. H. Weber, John E. Meloy, W. C. Williams, A. J. 
Kanne, William B. Wakefield, Albert L. Corcoran, 
C. B. Bronnell, L. R. Snowden, W. F. Wahlen and 
R. C. Willett of Peoria; Dr. E. B, Packer of Toulon, 
Drs. E. S. Gillespie, S. T. Glasford of Pekin, and Dr. 
H. A. Millard of Minonk. 

District No. 11, embracing Livingston, McLean and 
DeWitt counties with headquarters at Brokaw Hos- 
pital, Bloomington: Drs. C. E. Chapin, W. E. Nu- 
berger, L. B. Cavins, O. M. Rhodes, W. E. Guthrie, 
E. P. Sloan, E. B. Hart, G. B. Kelso, R. D. Fox, 
F. H. Godfrey, J. W. Smith, W. H. Land and S. B. 
Powers of Bloomington; Drs. Frank C. Bowden, John 
D. Scouller of Pontiac, Dr. W. H. Miner of Farmer 
City, Dr. E. E. Sargent of LeRoy, Dr, F. C. McCor- 
mick of Normal. 

District No. 12, embracing Kankakee, Iroquois and 
Ford counties with headquarters at Kankakee State 
Hospital, Kankakee, Illinois: Drs. John R. Wilkinson, 
Howard L. Corbus, Joseph A. Guertin, Arthur L. 
Cagner, James A. Bundy, John A. Brown, Benjamin 
F. Uran, T. E. Carson, Chas. W. Geiger, Chas. R. 
Lockwood, James A. Bevan and C. W. Williams of 
Kankakee, Dr. J. Y. Shamel of Gibson City, Dr. R. E. 
McKenzie of Gilman, Dr. N. K. Boshell of Melvin, 
Dr. Geo, W. Ross, Watseka, and Dr, Chas, Ricksher 
at Hospital. 

District No. 13, embracing Vermillion and Cham- 
paign counties with headquarters at Lake View’ Hos- 
pital at Danville: Drs. Robert Clements, W.:R..Ten- 
nery, H. F, Becker, C. E. Wiikinson,. A. M., Miller, 
R. L. Hatfield, H. L. Minnis, and J. Dip Willpor. of 
Danville, Drs. Cyrus F. Newcomb and Harlow V. 
Wilson of Champaign, Dr. James S. Mason of Urbana. 

District No. 14, embracing Macon, Piatt, Moultrie 
and Christian counties with headquarters at Decatur 
and Macon County Hospital, Decatur: Drs. C. M. 
Jack, Chas. Martin Wood, M. P. Parrish, William 
Barnes, Clarence E. McClelland, Robert Z. Sanders, 
J. F. Waltz, and E. T. Evans of Decatur, Dr, Chas. 
M. Bumstead of Monticello, Dr. John T. Lawson of 
Sullivan and Dr. T. A. Lawler of Taylorville. 
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District No. 15, embracing Sangamon, Logan, Ma- 
son, Menard, Macoupin and Montgomery counties 
with headquarters at St. John’s Hospital at Spring- 
field: Drs. Geo. F. Stericker, C. W. Milligan, B. B. 
Griffith, S. E. Munson, W. A. Young, J. W. Kelly, 
I. W. Metz, Frank P. Norbury, E. E. Hagler, A. E. 
Prince, O. L, Zelle, E. F. Hazell, O. L. Frazee, and 
A. E. Converse of Springfield, Dr. Henry B. Brown of 
Lincoln and Dr. John D. Colt of Litchfield. 

District No. 16, embracing Morgan, Cass, Scott, 
Greene, Jersey and Calhoun counties with headquar- 
ters at Passavant Memorial, Jacksonville: Drs. T. J. 
Pitner, Geo. H. Stacy, H. A. Chapin, J. W. Hairgrove, 
William Duncan, Pran A. Morris, A. L. Adams, A. R. 
Gregory, E. L. Crouch, W. B. Young and Alpha B. 
Appelbee of Jacksonville; Hugh R. Bohannan of Jer- 
seyville, Dr. Albert R. Lyles of Virginia and Dr. H. 
H. Fletcher of Winchester. 

District No. 17, embracing Adams, Hancock, Brown 
and Pike counties, with headquarters at Blessing Hos- 
pital, Quincy: Drs. Grant Irwin, L. H. Nickerson, 
Kirk Shawgo, E. B. Montgomery, C. A. Wells, War- 
ren F. Pearce, W. D. Stevenson, F. M. Pendleton, and 
W. A. Trader, H. L. Whipple and Leroy Wolfe of 
Quincy; Dr. J. T. Spence of Camp Point, Dr. Chas. 
B. Dearborn of Mt. Sterling, Dr. W. P. Frazier of 
Carthage and Dr. S. B. Peacock of Pittsfield. 

District No. 18, embracing St. Clair, Madison, Bond, 
Clinton and Monroe counties with headquarters at 
Henrietta Hospital and St. Mary’s Hospital, East St. 
Louis, Ill.: Drs. R. L. Campbell, J. H. Fulgham, J. L. 
Wiggins, Fred Harvey Gunn, George C. Adams, Ed- 
ward C. Spitze, Walter C. Wilhelmj, Chas. Wyckoff 
and Walter C. Smith of East St. Louis, Drs. Robert 
D. Luster, R. W. Binney of Granite City, Dr. A. F. 
Kasser of Highland, Dr. H. D. Cartmell of Greenville 
Dr. E. A. Cook of Alton, Dr. M. W. Harrison of 
Collinsville, Drs. E. C. Ferguson, C. C. Corbett of 
Edwardsville. 

District No. 19, embracing Effingham, Shelby and 
Fayette counties with headquarters at St. Anthony’s 
Hospital at Effingham: Drs. Geo. B. M. Baker, Albert 
A, Bing, Chas. H. Wright, of Altamont; Drs. Clarence 
C. Holman, John C. R. Wettstein, S. F. Henry, Dr. 
Chas, F. Burkhardt, C. E. Bellchamber, and Stanley 
D, Hill of Effingham; Drs. Henry E. Monroe, O. C. 
Brown, Shelbyville; Dr. James M. Sparling of Mo- 
weaqua, Dr. A. E. Whitefort of St. Elmo, Dr. Thom- 
as J. Dunn, of Dietrich, Dr. Mark Greer of Vandalia. 

District No. 20, embracing Coles, Douglas, Edgar, 
Clarigan@ Cumberland with headquarters at Memorial 
Hospital, Mattoon: Drs. Edward Edmund, J. F. No- 
lan, Albert T. Summers, Jas. B. Baker, C. B. Voight, 
C. E, Comer, and A. A. Powell of Mattoon; Drs. O. 
F. Barnes, and E. S. Allen of Arcola; Drs. Nathan 
Starr, R. H. Craig, N. C. Iknayan and J. W. Alex- 
ander, of Charleston; Dr. W. C. Blaine and Dr. M. 
E. Mollar of Tuscola; Dr. Roland Hazen of Paris. 

District No, 21, embracing Richland, Jasper, Craw- 
ford, Clay, Lawrence, Wabash and Edwards, with 
headquarters at Olney Sanatorium, Olney, Illinois: 
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Drs. E. H. Homer, Henry T. Watkins, Geo. T. Weber, 
Frank J. Weber, Oliver C. Borah, and Walter Hop- 
kinson of Olney; Dr. T. N. Rafferty, Dr. H. N. Raf- 
ferty, Dr. C. E. Price and Dr. Chas. L. Davis of Rob- 
inson; Dr. Chas. P. Gore of Lawrenceville, Dr. Chas. 
S. Brannan of Albion, Dr. Geo. W. Steely of Louis- 
ville, Dr. P. G. Manley, Dr. S. W. Schneck, Dr. John 
J. McIntosh of Mt. Carmel. 

District No. 22, embracing Jefferson, Marion, Wash- 
ington, Wayne, Franklin, Hamilton, White, Gallatin, 
Saline and Hardin counties, with headquarters at the 
Egyptian Hospital, Mt. Vernon, Illinois: Drs. W. H. 
Gilmore, W. R. Ross, John H. Mitchell, Andy Hall, 
J. W. Hamilton, E. E. Edmonson, R. C. Richardson, 
W. N. McAtee, of Mount Vernon, Drs. Otto D. Dieht, 
T. F. Gerould of Centralia, Drs. Byford H. Webb and 
A. T. Horn of West Frankfort, Dr. G. C. Buntin of 
Benton, Dr. J. C. Hick, Eldorado, Dr. A. B. Capel, 
Shawneetown, Dr. O. A. Kell, Salem, Dr. A. T. Horn, 
West Frankfort, and Dr. J. B. Moore, Ziegler. 

District No. 23, embracing Jackson, Randolph, 
Perry, Williamson and Pope counties, with headquar- 
ters at St. Andrew’s Hospital, Murphysboro, Illinois: 
Drs. L. R. Wayman, A. I. Brown, O. B. Ormsby, C. O. 
Molz, Chas. E. Riseling, H. H. Roth, Louis A. Minner, 
John L. Perry, W. F. Schade, J. C. VanOrnam, of 
Murphysboro, Dr. Elmer J. Bruch, DuQuoin, Drs. 
J. S. Templeton and David O. Mead of Pinckneyville; 
Drs. James W. Barrow and H. C. Mitchell of Car- 
bondale, and Dr. Edward E. Woodside of Marion. 

District No. 24, embracing Alexander, Union, John- 
son, Pulaski and Massac counties, with headquarters 
at St. Mary’s Hospital, Cairo, Illinois: Drs. Samuel 
D. Cary, Samuel Dodds, Flint Bondurant, James Mc- 
Mannus, J. W. Dunn, M. W. Balance, George R. 
Dodd, T. D. Morrison, Cairo, Dr. E. B. Hall, Anna. 





CHRISTMAS GIFTS. 


I’ve done my stunt as Santa Claus; with horsehair 
whiskers on my jaws, I ran the Christmas tree, and 
all the Christmas gifts in sight were reminiscent of 
the fight that’s on across the sea. My little girl, 
Evangeline, drew down a large tin submarine and 
never raised a bawl; she said this instrument of crimes 
was more in keeping with the times than any sawdust 
doll. The baby drew a cartridge case and happy smiles 
lit up his face, where I expected tears; Aunt Sarah 
got a flashing blade and said for that she’d prayed 
and prayed for many weary years. One kid received 
a bright tin lance, and one a steed that couldn’t prance, 
because its legs were oak, and there were soldiers 
made of zinc, lieutenants blue and colonels pink, and 
other warlike folk. There was no sign of peace on 
earth, oh, not a bogus nickel’s worth upon that Christ- 
mas tree; my grandsire drew an aeroplane, and said a 
gift more safe and sane he surely ne’er did see. And 
e’en the candy stuff was wrought in shape of cannon- 
ball and shot and bomb and hand grenade, and as I 
ply my creaking pen I wonder if good will to men must 
permanently fade—Walt Mason. 
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Correspondence 


DR. WILGUS!—WHY? 
To the Editor: 


In the October issue of THe JouRNAL there 
appeared an article from the pen of Dr. Sidney 
D. Wilgus, entitled “State Hospital Straits.” 
The paper was a repetition of several previous 
attempts by the Doctor to defame the Illinois 
State Hospitals. While visiting several of the 
New York institutions two years ago, my atten- 
tion was repeatedly called to the bitter criticism 
made by Dr. Wilgus. At New Orleans, in April, 
1916, he read a paper before the American 
Medico Psychological Association, which was 
very severe on the Governor and the Board of 
Administration of the State of Illinois. A year 
later at Chicago, the Doctor repeated his tirade. 
The last effusion was so caustic it clearly showed 
that he cannot be fair. His deductions, there- 
fore, should not be taken seriously. 

I cannot speak for all of the state hospitals: 
but I am anxious to present to the readers of 
THE JourNAL the conditions at the Elgin State 
Hospital, referred to in no complimentary terms. 
Dr. Wilgus speaks in derision of “personal lib- 
erty and freedom.” Would he go back to the 
eld restraint methods? 

The Doctor assures his prospective patients 
that boating, croquet, tennis and golf are pas- 
time features! Yet he would deny the State 
Hospital patients these same privileges! Doc- 
tor: my own experience, as an assistant during 
Gov. Altgeld’s administration, twenty-four years 
ago, convinced me of the injustice of the re- 
straint methods. Returning as superintendent 
of this hospital in 1914, my first work was the 
removal of all restraint measures. Strapping 
patients to chairs, the use of straight jackets and 
strong suits, and the locking of patients in rooms 
were abolished. The ugly chairs were supplanted 
by easy chairs and rockers. The barren back 
wards were made homelike by the addition of 
rugs, flowers and pictures. The iron bars were 
removed from the windows. A more liberal 
parole policy was adopted. The female patients 
were allowed parole in groups of three to six. 
As a result of granting the patients more liberty 
and freedom, escapes were more frequent it is 
true: but this was to be expected. I believe the 
reader will agree with me, that the matter of 
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escapes is not so very alarming, since only three 
assaults, minor in character, were reported to 
have been made by escaped patients from the 
Elgin State Hospital during a period of three 
and a half years. 

Parole privileges outside of the grounds were 
granted to a large number of the patients. It 
was an every-day occurrence to see from ten to 
twenty-five patients on the streets of Elgin. 
Their conduct was rarely criticized. In one of 
his many footnotes Dr. Wilgus states that escapes 
were not counted unless the patient is absent 
forty-eight hours. That is incorrect. Twenty- 
four hours is the time limit. The twenty-four- 
hour rule was made to eliminate from the rec- 
ords the names of a great number of patients 
reported to have escaped who were found within 
a few hours on the grounds or in the immediate 
vicinity of the hospital. The Doctor doubts fig- 
ures, when they do not suit his purpose: and “he 
believes” that there were at least three hundred 
escapes from each of these hospitals, Kankakee 
and Elgin. 

Dr. Wilgus attacks the-use of packs as a means 
of restraint. He would be justified were re- 
straint the intent of the physician who issued the 
order. But who is there to deny that it is one 
of the best methods of treatment? Dr. Fred- 
erick Peterson, a pioneer in the efficacy of hydro- 
therapy in the treatment of the insane, states 
that the hot wet-pack is most effectual, and 
widely applicable in all forms of sleeplessness, 
whether in nervous or insane individuals. 

A pack is given in this manner: A blanket is 
spread on the patient’s bed or pack table, and 
upon this a sheet wrung out dry after dipping in 
water at the desired temperature, is laid. The 
patient lies down upoh this, the sheet being ar- 
ranged and pressed closely around the whole body 
with the exception of the head. The blanket is 
then adjusted in the same manner. The rule at 
Elgin is to remove the patient after two hours in 
pack. Dr. Wilgus states that packs are a diabol- 
ical torture. Let the reader decide. I cannot 
understand how the Doctor arrives at the con- 
clusion that accidents and injuries are due to 
the use of packs. He is unfair in quoting what 
this patient said, or that physician said. His 
paper reads like a sensational newspaper article. 
Institutional gossip is ripe when changes of ad- 
ministration occur and prospective changes in 








management are imminent. At such times the 
anvil chorus get “real busy.” 

Under the heading of “Treatment,” a staff 
member is quoted as saying, that he had too 
much work to do, and that he was only a “Pill 
Peddler.” I dare say, this is the gentleman who 
ordered a patient in pack because he broke a 
pane of glass. This type of staff officer is usually 
watching the clock or consulting the calendar 
for days off and pay day. Unfortunately for the 
management, medical men of* his stamp are re- 
sponsible for the errors which cause criticism. 
The state hospitals furnish a splendid field for 
the energetic conscientious physician, as the 
wards are filled with cases of every conceivable 
form of mental and nervous disease. The “Pill 
Peddler,” however, will be content to offer the 
staff a diagnosis of “Organic Brain Disease.” 

The statement is made, that owing to the ex- 
cess of work required of the staff, patients must 
wait a month before treatment is started. This 
is the most absurd and ridiculous statement in 
the article. I will admit that the conditions 
he described may have existed during the admin- 
istration of Dr. Wilgus at Elgin ; but things have 
changed since then. Receiving wards have been 
established under the charge of trained nurses. 
Observation and treatment are started the very 
first hour after admission of patients. Condi- 
tions, therefore, are not so horrible to the patient 
and startling to the taxpayer as Dr. Wilgus 
woufd imply. The treatment accorded at Elgin 
will compare favorably with that in any other 
institution of the country. 

Below is a summary of work done in the 
laboratory during 1916: 


Re cn ant y baweceenees keen stay, We 
Be Meme su Jct hui ca haha bon aedy weecnd 1,357 
IN shitty Ee cies 6 8 akS cae SEH ENV erodes 852 
EE Ee eT ee 18 
Guinea pig inoculations. .................+.see% 37 
NM ae ed oc wit pb i whe 4k 0d w EONS 125 
I ee oe eranted 4,299 
SN eG coe ah cb ye rab) piaccs die pasbecwent 50 
NO, <i es a Sek dts Awaba oes voles vi 9 
Ni aetee ead steep anid bls oveth on ns vse onne- <> 42 


The Wassermann was made on every patient 
admitted ; and an examination of the spinal fluid 
was made in all those cases having positive blood. 
The great number of throat cultures made in- 
dicates the work which was necessary to eradicate 
diphtheria, epidemic at intervals. The patients 
showing positive reaction as carriers were placed 
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in isolation until three negatives had been se- 
cured. Latterly a throat culture has been secured 
from each new patient. There are two Psycho- 
pathic buildings at Elgin equipped with the most 
modern hydrotherapeutic apparatus. In addi- 
tion there are two rooms in the main building, 
contagious to the receiving ward, where packs 
and continuous baths are given. 

Under the heading of “Innovation in Medical 
Care,” the Doctor states that he has no objection 
to the use of female attendants on male wards; 
on the contrary he should be most enthusiastic 
in its favor. All but three of the wards for men 
at Elgin were placed in»charge of women, either 
senior attendants or graduate nurses. Women 
are more gentle in caring for these unfortunates, 
especially in the latter stages of dementia when 
their helpless state requires such close atten- 
tion. With women in charge, there are fewer 
injuries; the sanitary and hygienic condition of 
the wards is much improved. Women are not 
expected to do any nursing service other than 
that performed by nurses in a general hospital. 
The bathing is taken care of by male attendants. 
The Doctor is unfair in calling attention to the 
neglect of one woman in looking after the care 
of the inmates of the untidy ward for men. The 
general results are splendid. 

Ground paroles are attacked because some of 
the inmates escape, or because occasional viola- 
tions of parole occur, and a patient gets drunk. 
Granting this to be true, ought the great ma- 
jority be denied the privilege of outdoor sports 
and the breathing of fresh air? Js it right to 
punish the insane? 

I was pleased to note that the years 1913 and 
1916 were referred to as showing the increased 
escapes during the latter year. This is explained 
by the fact that all restraint measures were 
eliminated and a more liberal parole. policy was 
adopted during the early part of 1914. At El- 
gin, the paroles were increased from 150 to 740. 
Only two escaped patients met their death dur- 
ing a period of three and a half years. One. of 
these, an epileptic, fell on the tracks during a 
convulsion, and was run over by the cars. The 
other, a paranoiac, returned to his home several 
months after leaving the hospital, threatened 
his family, and was killed by a posse. (Dr. Wil- 


gus called attention to the latter case, although 
it occurred three months after the presentation 














January, 1918 


of his paper). The newspapers will “play up” 
an attack by, or an accident to, an escaped pa- 
tient, while the thousands of assaults by non- 
committed defectives will not be given mention. 

The number of patients “not heard of” cited 
by the Doctor, can be explained by the fact that 
the relatives and friends do not co-operate with 
the hospital authorities in reporting the patient’s 
arrival home. A field officer for each institution, 
(as recommended in my last report), would 
trace practically all of these patients to their 
homes. 

A large number of physicians, as well as 
friends of inmates familiar with the conditions 
at Elgin State Hospital, appreciate the efforts 
made to get away from the “Group Treatment,” 
so frequently mentioned by Dr. Wilgus. Per- 
sonal attention to small classes of dementia prae- 
cox cases was carried out, the work of these 
patients being exhibited at the meetings of the 
American Medico Psychological Association at 
New Orléans in 1916, and at New York City 
this year. Two awards of merit were granted 
for this work by the committee in charge of the 
industrial exhibit. Stimulation by means of in- 
dustrial pursuits was established. The rough 
prison made garments supplied to the inmates 
of both sexes were done away with, and shops 
were started for the manufacture of attractive 
and well fitting clothing. The gravel hills were 
converted into a pleasing nine-hole golf course. 
Clay modeling was introduced with splendid re- 
sults. Table ethics were advanced by giving 
each patient a knife and fork instead of a spoon. 
Tinware was replaced by china. Linen table 
cloths were used instead of oil cloths. The menu 
was diversified and made attractive. These 
were some of the measures introduced in de- 
veloping a personal interest in the patient. 

As Dr. Wilgus is so caustic in attacking the 
apparent shortcomings in. the management of 
the State Hospitals, would it not be fair for him 
to state to the readers of this JourNaL just what 
was accomplished during his term as superin- 
tendent at Elgin to get away from the vile 
“Group Treatment” ? 

Such expressions used by the Doctor as, “Con- 
ditions are rotten,” “Worst conditions in the 
country,” “The service has received a terrible 
jolt,” “Pack or death,” merely indicate his per- 


SOCIETY PROCEEDINGS 63 


sonal opinions, very much biased,.and not borne 
out by facts. 


Before closing, I would say that Dr, Wilgus 
and I are personal friends, and for that reason 
I have endeavored to avoid personalities. I 
have the most profound respect for the Doctor 
as an alienist and a gentleman. I cannot, how- 
ever, fathom his motives in persistently attack- 
ing the Illinois Institutions. The Doctor was 
honored as a citizen of New York in being ap- 
pointed as Superintendent at Elgin, and later 
at Kankakee, but since his separation from the 
service, he seems to have taken a keen delight 
in attacking the Illinois methods. Why? Mh 
Wilgus! Why? 

H. J, GAHAGAN, 
22 E. Washington St. 





CAUSES OF INSANITY—OCONTINUED 

The state would, therefore, do well to establish 
a country home for its alcoholics and drug ad- 
dicts where they could be kept under strict super- 
vision for such periods of time as might seem 
indicated in each case. Such a home should 
have connected with it a large farm and perhaps 
mills and factories so as to furnish sufficient 
useful employment for these unfortunates no 
matter whether alcohol is the cause or whether 
the craving for it is simply one of the many 
manifestations of morbid mental processes. . 





Society Proceedings 


ADAMS COUNTY 


The annual meeting of the Adams County Medical 
Society was held December 10, 1917, at Hotel Quincy. 
Meeting called to order by First Vice-president Dr. C. 
E. Erickson. The minutes of October and November 
meetings were read and approved. 

Annual reports of treasurer and -secretary read and 
placed on file. 

It was moved and seconded that the dues of mem- 
bers in the Army and Navy Service be remitted -dur- 
ing their time of service. Carried. 

The following officers were elected for the year 
1918: President, Dr. C. E, Ericson, Quincy; first vice- 
president, Dr. W. D. Groves, Ursa; second vice-presi- 
dent, Dr. A. M. Austin, Mendon; secretary, Dr. Eliza- 
beth B. Ball, Quincy; treasurer, Dr. J. H. Blomer, 
Quincy; censor, Dr. E. L. Caddick, Quincy, 3 year 
term; defense committee, Dr. John A. Koch, Quincy; 
alternate delegate, Dr. J. H. Pitman, Camp Point;. 


\ 








trustees, Dr. W. H. Baker, Quincy, 3 year term, and 
Dr. A. W. Werner, Quincy, 1 year term. 

By a motion which prevailed, the meeting place was 
changed to the Elks Club} Rooms. Luncheon followed 
the meeting. Exizasetu B. Bau, Secretary. 





COOK COUNTY 


Chicago Medical Society Regular Meeting, 
December 5, 1917 


1. Diagnosis of the Fetal Age by X-Ray. (Lan- 
SIL. 0:.n6 wicnithndatmuia ds Julius H. Hess 
Discussion—Roy P. Moodie and Jos. L. Baer 

Dementia Precox Studies from the Research 
Laboratory of the Psycopathic Hospital. 

(a) The Psychiatry of Dementia Precox.. 
‘sniintes nie ote Herman Campbell Stevens 
(b) The Rehevatery Findings in Dementia 
a Julius Retinger, Ph. D. 
(c) Toxins of the Colon, Typhoid Group.. 
caaiidts Vautedowen Enrique Ecker, Ph. D. 
(d) Exhibition of Patients..... Bayard Holmes 
Discussion—Hugh T. Patrick and E. S. Blaine 
5. The Medical Reserve Officer With the Na- 


cS 


ee Major P. J. H. Farrell 
Regular Meeting, December 12, 1917 
1. Presentation of Cases.......... D. N. Ejisendrath 


Cases operated for lung abscess following 
tonsillectomy, for metastatic lung abscess, 
various kidney lesions, presentation of speci- 
mens illustrating experimental surgery of 


the gall bladder. 
2. The Post-operative Treatment of Surgical 
DE cat an dvie dhs kebavess 20.056 A. J. Ochsner 


Discussion—Weller VanHook and Carl Beck 


Regular Meeting, December 19, 1917 


1. The Open Method of Etherization.......... 
9 69 00d eens Phe wenecennadas Isabella C. Herb 
Diseussion—Arthur Dean Bevan 
Infections of Oral Origin. Ilustrated with 
Lantern Slides............. Truman W. Brophy 
Discussion—A. J. Ochsner, T. L. Gilmer 
and J. P. Buckley 


© 





CHICAGO OPHTHALMOLOGICAL 
SOCIETY. 


Meeting of October 15, 1917, Continued. 


He has had something oceur in the last year which upsets 
completely some of the ideas of fusion and improvement of 
vision, and so on, in squint. He has had under observation for 
three years and a half, a child who came when four years of 
age, who has been using the amblyoscope and has developed par- 
allelism, binocular vision and had improved vision in the squint- 
ing eye to 20-40 or 20-30. The child was going along nicely, and 
was for some reason not seen for a year. When he came back, 
in spite of the fact that he had parallelism; the squinting eye 
had. degenerated in vision to 20-180ths. Still the eye is so per- 
fectiy straight that one cannot discern any squint, and at 
geen the child a year previously, he was 
the amblyoscope and further than that, 
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DR. LEIGH E. SCHWARTZ stated that he has found in 
certain cases that a patient can run to the opposite side of the 
amblyoscope from five to ten degrees and still maintain per- 
sistently a certain amount of squint. In one case he reduced 
the squint to seven degrees, which remained at this point, 
nothwithstanding the fact the patient fused by means of the 
amblyoscope ten degrees on the opposite side. He thought 
that was rather remarkable and interesting. 

He recalled the case of a patient, three and a half years 
old when first seen, whom he had under observation for three 
years. At the beginning the patient had 20-200 in one eye, and 
20-70 plus in the other, and twelve months later the patient 
got 20-80 plus in one eye and 20-30 minus in the other and 
has that at present. This case shows what can be done in 
raising visual acuity. 


DR. VON DER HEYDT, in closing the discussion, stated that 
his object in bringing up the subject was to emphasize the 
duty of the ophthalmologist towards these children. It is 
not enough to. refract them, give them glasses, and biess 
them on their way, but the squinting eye must be followed. 
How one can measure visual acuity in a young child when it 
does not know numbers, he could not see. The child should 
be taught numerals, and the average child, two or three years 
old, could be taught numbers. 

As to the use of the amblyoscope, he could not conceive 
of one being able to so interest a child of the age men- 
tioned with pictures. One might show children pictures, 
any many children will see the canary bird in the amblyoscope 
with one eye and nothing with the other. Another child may 
see the bird cage with the one eye and hardly a bird with 
the other, and how one can so influence a patient so young to 
draw a bird into the cage more than a few times with a 
child two or three years old, he could not understand. He had 
never bought an amblyoscope and therefore he was quite neu- 
tral as to its value. 

The most promising type of cases were evidently those that 
have, for instance, high astigmatism in one eye. 

He thought Dr. Faith tried to differentiate unnecessarily 
between the ability to develop fusion and parallelism. No 
doubt, they are two separate and distinct things. If we 
create parallelism, and fusion does not develop, there is nothing 
that can be done further except to continue to develop the 
visual acuity of the bad eye by the methods he outlined 
in his paper. 

The speaker recalled to mind, another case of a child two 
and three-quarter years old, brought to him eight years ago 
with six and a half dioptres of hypermetrophia. The 
parents have refused to give the child glasses. He saw a 
picture in the papers of how this child had been wonderfully 
cured on State Street recently. One could therefore see what 
becomes of these children, when they are neglected by their 
parents, 





PROJECTION DEMONSTRATION OF SPECI- 

MENS OF SYMPATHETIC GPHTHALMIA 
CONTRASTED WITH OTHER FORMS OF 
UVEITIS. 


‘ 

DR. E. V. L. BROWN presented specimens of three 
cases of sympathetic uveitis seen in this clinic during 
the past year; one of which followed a trephining, an- 
other rupture of the margin of the cornea after a 
spontaneous thinning and ectasia, and the last a pene- 
trating injury. 

Cases of ordinary fibrino-plastic and suppurative 
uveitis were shown; also specimens of cases of tu- 
berculosis of the choroidea, discrete tubercles, gum- 
mata of the iris, and disseminated chorio-retinitis 
from acquired syphilis, 
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A DEVICE TO IMMOBILIZE THE HEAD AND 
EYELIDS DURING OPERATION ON EYE- 
BALL. 


DR. E. R. CROSSLEY pesented a device for the 
purpose of immobilizing the head and eyelids during 
an operation on the eyeball. He stated that many 
forms of lid specula had been devised for controlling 
the eyelids during operative procedure on the eye- 
ball, most of which depended upon the force of a 
spring of some character to retract the lids. All of 
these devices had their weakness in their frailty and the 
fact that the patient “can squeeze the eyeball itself” 
with the lids and actually throw the speculum out of 
the eyes during operation. 

With this ordinary form of specula, the routine 
procedure before doing a cataract extraction, after 
placing the patient in position on the table, was to talk 
to him to get control and his confidence and attempt 
to exert a hypnotic influence on his mind. If he 
happened to be a good patient, the surgeon succeeded. 
If nervous and irritable, as most were, he might roll 
the head to one side at the critical moment, when the 
knife was through the anterior chamber, and interfere 
seriously with the incision or cause the operator to 
do serious damage to the eye with the knife, if he 
did not dexterously follow the movement of the 
head. 

The most serious damage might come after the 
incision was completed and the anterior chamber was 
open. He might squeeze violently enough to throw 
out the lens and vitreous through the opening and 
lose the eye entirely. Then the patient was told that 
it was his own fault for he squeezed. This was 
not a true statement, for the act was largely involuntary 
on his part, and we, as operators knowing to be such, 
were responsible and should take some positive means 
to control the patient so that such mishaps were 
impossible. 

Undoubtedly this common accident had occurred to 
all who were doing an extensive amount of this kind 
of work. 

In the presentation of this appliance for the im- 
mobilization of the head and eyelids during oper- 
ations on the eyeball, the author offered a mechanical 
device that took complete control of the head and 
eyelids more effectively and efficiently than a trained 
assistant could possibly do. 

With this head clamp and eyelid retractor, the op- 
erator could go to his operation with a feeling that 
no accident was going to occur to detract from his 
good results, and that he could positively assure 
his patient that he could not move and injure him- 
self during the operation. 

This reassured his mind and inspired confidence 
in the operatir obtaining a perfect control of the 
situation that was impossible to obtain otherwise. 

The apparatus consists of two parts, the base and 
the superstructure or framework carrying the lid 
hooks. 

The apparatus was described in detail and illustrated 
wth four figures. 
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DISCUSSION. 

DR. EDWARD F. GARRAGHAN said that he had practical 
experience last spring with the use of the apparatus exhibited 
in a cataract extraction and was surprised to see how efficient 
it was. There was no movement of the head whatever. He 
thinks every hospital should have such an apparatus and try it 
out. 

DR. THOMAS O. EDGAR, Dixon, Illinois, stated that he 
recently had the opportunity to use the instrument in connec- 
tion with the extraction of a cataract. He had seen Dr. Crossley 
use it in a number of cases at the infirmary, and in all such 
instances it immobilized the head and lids and prevented 
squeezing of the eyeball. 

It would be wise to have a little preliminary practice in the 
adjustment of the apparatus with particular reference to the 
carrier for the lid specula, because in the instance in which 
he used it, the head was a little too low, so as to restrict 
somewhat one’s working space. If attention is given to this, 
that feature will probably be overcome. 

The instrument should be especially valuable to those oph- 
thalmologists who have not a regular and well trained as- 
sistant. 

DR. OLIVER TYDINGS said it occurred to him that there 
was one defect in the instrument exhibited, and that is, the 
power to control the occipito-frontalis muscle, He could 
not conceive of any instrument, outside of the human hand, 
which could control the movement of this muscle in the use 
of a lid retractor. He asked Dr. Crossley in how many cases 
he had used it. 

DR.CROSSLEY, in replying to the question as to the length 
ef time he had used the instrument, stated that it had been 
used since last January. He did not know the exact number 
of cases in which it had been used. However, it had been 
used frequently and satisfactorily at the infirmary. 

MAJOR S. WORTHINGTON, Sec., 
22 E. Washington St. 





CHICAGO OPHTHALMOLOGICAL SOCIETY. 


A regular meeting was held November 19, 1917, 
with the president, Dr. Paul Guilford, in the chair. 


DR. ROBERT VON DER HEYDT gave a dem- 
onstration of a corneal loupe. 


UNILATERAL EXOPHTHALMOS. 


DR. OSCAR DODD reported a case of prop- 
tosis which was first noticed on the 4th of 
July by the patient. The eye was proptosed fully 
5 millimeters, with no other symptoms whatever. 
At first, he thought it might be a case of exoph- 
thalmic goiter showing in one eye, but all symp- 
toms of Graves’ disease were absent except the 
proptosis. After going into the history of the 
case he found that about a month before this 
was noticed the boy was hit on the side of the 
head quite a severe blow with the flat of the 
hand, causing considerable trouble with the ear 
on that side for two or three weeks. There are 
cases of proptosis due to an interference with 
the sympathetic, but it has never been the au- 
thor’s privilege to see unilateral proptosis after 
such an injury. He has not had time to look up 
the literature and has not fully concluded as to 
the cause of the condition. If any of the mem- 
bers had had experience with such cases and 
could throw any light on the subject, he would 
be very much obliged to them. There is no 
muscle disturbance. Vision and motion are nor- 
mal, and there is nothing except the proptosis 
which is less after having the eye closed at 
night. 








MADISON COUNTY 
The Madison County Medical Society met at the 
Court House in Edwardsville, on Friday, November 
2,.1917, at 2 p. m. In the absence of the president, 
Dr. Mather Pfeiffenberger, of Alton, was called to 
the chair. Twenty-five members and one visitor were 
present. 

Dr. Ellsworth Smith, Jr., of St. Louis, read a paper 
on “The Value of Tuberculin in the Treatment of Pul- 
monary Tuberculosis.” It was a careful resume of 
this agent from the date of its discovery up to the 
present. It gave valuable statistics gathered from all 
parts of the world, showing its therapeutic value. Dr. 
Smith presented many case reports and concluded by 
asserting his confidence in the remedy if administered 
at the proper time and in proper doses. 

A vote of thanks was tendered the speaker and the 
society adjourned to meet in annual session at Alton 
on the first Friday in December. 





OGLE COUNTY 


The Ogle County Medical Society met in regular 
session in the Court House at Oregon, October 17, 
1927. ‘ 


Dr. J. M. Beveridge called the meeting to order 
and was elected chairman in absence of the president. 
Roll call found ten members present. Visiting 
physicians seven. 
PROGRAM. 


Dr. C. W. East, of Evanston, identified in an official 
capacity with the State Board of Health, gave an ex- 
ceedingly instructive lecture on Infantile Paralysis. 
Dr. East dwelt on the phase of an early diagnosis and 
treatment. He mentioned certain specific symptoms 
that manifested grounds for suspicion, among them, 
headache, moderate fever accompanied by pain and 
failure of muscular action. He emphasized extreme 
care not to overwork the muscles subject to paralysis 
too early. While not skeptical regarding the use of 
serum, he did not believe that any cure on this angle 
has been found to combat this formidable disease. 

Dr. Geo. P. Gill, of Rockford, gave in graphic terms 
the opportunity afforded by his subject, “Surgery,” 
from actual observation in a base hospital in France. 
Dr. Gill dwelt upon the morbid phase of the work 
involving the surgical care of the wounded men. He 
discussed fully gas wounds and tetanus and the treat- 
ment that is now being used in the various base hos- 
pitals in France. 

Miss Mary E. Wilson, of the State Board of Health, 
who for the past few weeks has been investigating 
tuberculosis conditions in Ogle County, presented 
statistics showing the prevalence of tuberculosis and 
outlining the plans of. the department regarding pre- 
vention and cure of the disease. 

Dr. L. A. Beard, of Polo, directed attention to the 
importance of persistence in the effort to eradicate the 
disease and to the need of larger financial resources 
to accomplish such purpose. 
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Business session followed a rising vote of thanks 
given Drs. East and Gill for their able assistance. 

Dr. Chas. Best, of Freeport, was elected to member- 
ship. 

Adjourned to meet at Polo the third Wednesday 
in April, 1918. Dr. J. T. Kretsincer, Secretary. 





Resolutions adopted by the Ogle County Medical 
Society at their meeting October 17, 1917: 

Orecon, ILLiNnors. 

Wuereas, The Illinois Department of Public Health, 
The Illinois Tuberculosis Association and the Board 
of Directors of the Ogle County Tuberculosis Sana- 
torium are organizing a campaign of education in Ogle © 
County for the prevention of Tuberculosis and the 
final elimination of the disease in the State of Illinois, 
be it 

Resolved, That the physicians composing the Ogle 
County Medical Society endorse their action and 
pledge to this movement their heartiest co-operation 
and support. 

Resolved, That we commend the work done in the 
county by Miss Mary E. Wilson, a state communit: 
nurse, as timely and as promising permanent results it 
bringing about more rational ideas and knowledge ot 
good health conditions among the people of our com- 
munity, assuring her of our gratitude by assisting her 
successor, who is to be employed during the coming 
year by the Ogle County Tuberculosis Sanatorium 
Board, with her work in visiting and advising the 
Tuberculosis cases in the county and also in teaching 
the school children all over the county of the im- 
portance of personal hygiene and of better living con- 
ditions for the maintenance of good health; be it also 

Resolved, That we co-operate and assist in estab- 
lishing a Tuberculosis Dispensary or Dispensaries in 
the county. 

A. H. Beese, M. D., President. 
J. T. Kretsincer, M. D., Secretary. 

Board of Directors of Ogle County Tuberculosis 
Sanatorium : 

Dr. L. A. Bearp, Polo, President. 

Mr. A. W. Brayton, Mt. Morris, Vice-Pres. 
Mrs. Anna G. Gracam, Rochelle, Secretary. 
Miss Maun, Oregon, County Visiting Nurse. 

Medical Director Tuberculosis War Defense, Ogle 
County Committee : 

Dr. A. H. Besse, Stillman Valley, Ill. 





VERMILION COUNTY 

The regular annual meeting of the Vermillion 
County Medical Society was held in the Chamber of 
Commerce building December 10, 1917. 

Election of officers as follows: President, O. H. 
Crist, Danville; vice-president, C, E. Brown, Ross- 
ville; secretary-treasurer, E. E. Clark, Danville. 

E. B. Coolley, President of the State Medical So- 
ciety, gave a talk on membership and quality of so- 
cieties. 

Twenty members present. 

Adjourned. Sotomon Jones, Secretary. 
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Personals 


Dr. Melvin L. Hole, M. R. C., of Danville, re- 
ported at Ft. Riley, December 17. 


Capt. Lorin C. Collins, of Chicago, is adjutant 
at the Chanute field hospital. 


Dr. Hall Whitaker, M. R. C., of Mound City, 
reported at Ft. Riley, December 26. 


First Lieut. Edgar P. Cook, M. R. C., of Men- 
dota, is located at Ft. Riley, Kansas. 


Lieut. Walter Mix, M. R. C., of Beardstown, 
was ordered to report at Ft. Riley, December 12. 


First Lieut. A. N. Mackey, M. R. C., of Aledo, 
has reported for duty at Ft. Robinson, Nebraska. 





Major Eugene G. Clancy, Chicago, has been 
made director of field hospitals of the division. 


Dr. and Mrs. C. F. Bradway, of Abingdon, are 
spending the winter on their ranch near Pasa- 
dena, Cal. 


Dr. Edwin L. Winslow, Danville, was ac- 
quitted of charges of causing death by a criminal 
operation. 


Capt. F. W. Broderick, M. R. C., of Sterling, 
is directed to take a course in brain surgery in 
Philadelphia. 


Lieutenants G. F. Harris of Easton and Rus- 
sell R. Tomlin of San Jose have been called to 
Ft. Riley, Kansas. 


Dr. C. W. Hanford, of Chicago, read a paper 
before the Winnebago County Medical Society 
Dee. 11, 1917. 


Capt. H. B. Roberts, M. R. C., of Highland 
Park, is stationed with the Field Artillery at 
Camp Taylor, Ky. 

Major Richard J. McDonnell, Chicago, has re- 
signed as medical adviser of the One Hundred 
and Eighth Engineers. 


Lieut. Wallace A. Belsey, Belvidere, medical 
director with the British Forces, is reported to 
have been wounded. 


Dr. J. Gahagan has been appointed medical 
director of the Mercyville sanitarium near Au- 
rora. He will reside in Elgin. 


Capt. Frank C. Sibley, of Carmi, was ordered 
to Washington University to take a special course 
in brain surgery last month. 
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A. L. Sprenger, H. E. Cooper and F. A. 
Maurer, of Peoria, have been commissioned first 
lieutenants in the Medical Reserve Corps. 


Dr. Clara E. Hayes of the medical staff of the 
Peoria State Hospital has been appointed super- 
intendent of the State Training School for Girls, 
Geneva. 


Col. Henry I. Raymond, M. C., U. 8. Army, 
Fort Mason, Cal., has succeeded Colonel Steph- 
enson as department surgeon, Central Depart- 
ment. 


Capt. A. C. Campbell, M. R. C., former super- 
intendent of the Watertown hospital, has been 
stationed at the army hospital at Chillicothe, 
Ohio. 


Dr. Caroline Hedger gave an address on “War 
Orphans and Their Care” before an Infant Wel- 
fare meeting at Northwestern University, Decem- 
ber 12. 


Capt. D. F. Morton, M. R. C., as a member of 
the Ottis hospital unit, was a guest of the Sanga- 
mon County Medical Society at a dinner dance 
December 10. 


Dr. D. M. Olkon, Chicago, addressed the North 
Shore Civie Alliance, Dec. 17, on “Psychology 
in Its Legal, Economic, Medical, Esthetic and 
Religious Aspects.” 


Dr. J. P. Johnson, formerly of Colgate, Can 
ada, recently purchased the office and equipment 
of the late Dr. F. B. Lovell of Gibson City, IIL, 
and is now practicing in that city. 

Dr. J. F. Percy, of Galesburg, was elected 
president of the Western Surgical Association at 
Omaha, last month. Dr. D. N. Eisendrath of 
Chicago was elected first vice-president. 

Capt. C. G. Miner of the Canadian Medical 
Corps, formerly of Galesburg, resigned a com- 
mission in the American army, thinking he 
would see action earlier with the Canadians. 


Dr. Vera V. Norton, for four years resident 
physician of the Edward Sanitarium, Naperville, 
has been appointed one of the superintendents 
of the Cincinnati Tuberculosis Sanitorium. 

Dr, J. A. Rutledge, manager of the Woodman 
Sanitarium at Woodman, Colo., reports plans 
under way to provide quarters for many soldiers 
expected to acquire tuberculosis in the service. 

Col. William Stephenson, M. C., U. 8. Army, 
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department surgeon, Central Department, has 
been transferred to a similar position in the 
Eastern Department, with station at Governor’s 
Island, N. Y. 


Dr. C. W. Hanford, Chicago, spoke before the 
Winnebago County Medical Society at Rockford, 
Ill., on the evening of December 11, the subject 
being “Radium—Its Position as a Therapeutic 
Agent Today.” 


Dr. George N. Kreider, of Springfield, ad- 
dressed the Western Surgical Association at 
Omaha, Dec. 17, on “The Cause and Prevention 
of Gastroptosis, and Its Treatment by the Rov- 
sing Method.” 


Dr. Herman M. Adler, Chicago, criminologist 
of the state department of public welfare, is head 
of the Voluntary Mental Hygiene Consulting 
Commission, which was opened December 17, at 
the Cook County Psychiatric Hospital. 


Memorial services were held in the First Pres- 
byterian Church, Freeport, November 25, under 
the joint auspices of the church and Masonic 
fraternity, in memory of Lieut. Orlando M. 
Gochnaur, M. R. C., who was killed in action 
while attached to the British Expeditionary 
Forces in France. A popular subscription has 
been appointed in Freeport for the erection of a 
monument for Dr. Gochnaur. 





News Notes 





—The Morgan County Medical Society gave 
a “Semi-Centennial Anniversary Dinner” at the 
Colonial Inn, Jacksonville, December 20. 


—A fire, presumably of accidental origin, de- 
stroyed the new warehouse of the medical supply 
depot at Fortieth and Federal streets, with a loss 
of about $100,000. 


—Sixty medical women of Chicago were guests 
of the Medical Women’s Club of Chicago and the 
After Dinner Club at the College Club, Decem- 
ber 12. A dinner and entertainment made up 
the program. 

—Capt. Robert E. Brookes has enlisted more 
than 300 students of medical, dental and vet- 
erinary schools into the medical reserve corps. 
These men can finish their college course before 
they will be called into active service. 
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—How would you like to bring suit against a 
supposed sucker for “services and instructions” 
as a Christian Science student to the tune of 
$12,150, and then have an official of that organi- 
zation testify that you were not a member? 
Would not that jar you? 


—At the annual meeting of the Polish Medical 
Society, held Dec. 28, 1917, the following officers 
were elected for the ensuing year: Dr. W. A. 
Kuflewski, president; Dr. A. Balcerzak, vice- 
president; Dr. A. Pietrzykowski, treasurer, and 
Dr. Felicia Cienciara, secretary. 


—Oscar E. Hewitt, of the Chicago Herald, 
after a careful study of the medical staff at 
Camp Grant, wrote that not one family in a hun- 
dred, on the average, could afford to employ the 
expert specialists in case of sickness that were 
offering their services to the army: for a small 
fraction of the income they earn in private prac- 
tice. 


—We are informed that the item in the De- 
cember JOURNAL stating that the question of 
changing the name of “The German Hospital 
of Chicago” to “The General Hospital of Chi- 
cago” was voted down was an error. Our in- 
formant states that the “question did not come 
before the meeting, no discussion was held, no 
vote taken.” 


—The Army Dispensary formerly in the Fed- 
eral Building was moved, December 22, to its 
new quarters at 820 Michigan Boulevard Build- 
ing. Major Samuel C. Stanton, M. R. C., is in 
command and has as his assistants Capt. Albert 
H. Rober, M. R. C., and Lieuts. Claude H. Ogden, 
M. R. C., Roy R. Haley, M. R. C., and Charles B. 
Gibson, M. R. C. 


—Dr. Herman M. Adler, criminologist of the 
State department of public health and director 
of the Juvenile Psychopathic Institute of Cook 
County, has recently opened a consulting service 
in child psychology at the psychopathic hospital. 
This service is for the benefit of parents, children, 
courts, police, teachers, probation officers, social 
and correctional agencies. 


—At the twentieth regular meeting of the Chi- 
cago Society of Internal Medicine, December 17, 
the program included papers by Dr. Lewis J. Pol- 
lock and William Cluney, on “Vital Stains and 
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Central Nervous System”; by Dr. Arthur F. Bei- 
feld on “An Etiologic Phase of Pernicious 
Anemia,” and by Drs. Rollin T. Woodyatt and 
William D. Sansum, on “Treatment of Mercuric 
Chlorid Poisoning: An Experimental Study.” 


—The Chicago Tribune, said to be aided and 
abetted by the U. S. postal authorities and the 
State Board of Education and Registration, has 
recently started another lively crusade against 
the advertising quacks in Chicago. The previous 
crusade caused the English language newspapers 
to cut out the quack ads., which have since that 
time infested the foreign papers, as shown by 
Dr. Krasnow in the November JournaL. Under 
the new powers of the State Board it would 
seem possible to revoke licenses for flagrant 
quackery. 

—KEast St. Louis physicians have divided the 
day into four “shifts” for fee-bill purposes. Thus 
from 8 a. m. to 5 p. m. the ordinary fee will pre- 
vail. From 5 to 10 p. m. and from 6 to 7 a. m. 
the fee will be $3. From 10 p. m. to 6 a. m. it 
will set the patient back $5 per to see the Doctor. 
It seems that ought to make the punishment fit 
the crime. In some districts it is cheaper to call 
a physician to take a person out into the country 
in his machine than to hire a liveryman! Think 
of it. 

—A medical unit and an ambulance unit have 
been mustered into the State service. The first 
unit of the Medical Corps is headed by Major 
Charles E. Boynton, and consists of Capts. E. 
Stillman Bailey, and Hugh R. Scofield, and 
Lieuts. Adrian R. Karreman, Ralph R. Holmes, 
John G. Campbell, James L. Smith and William 
J. Timmer. The ambulance company is com- 
manded by Capt. C. M. Price, and is assisted by 
Lieuts. Guy E. Beard, W. S. Hubbard and R. I. 
Humphrey. The ambulance unit was enlisted 
from the employes of the McCormick plant of 
the International Harvester Company, which 
donated the ambulance and equipment to the or- 
ganization. 

—The attorney-general of Illinois has given an 
opinion to the State Department of Public Health 
to the effect that under the Illinois sanatorium 
law, counties which have made tax levies for 
sanatorium purposes, and which need the money 
now to proceed with their plans, may lawfully 
anticipate the 1918 spring tax collections with 
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warrants drawn for immediate use. It has also 
been held, however, that counties which made 
their sanatorium levies in September cannot at 
any later meeting during the year increase the 
levy. Another holding is that where counties 
have made levies for sanatorium purposes, but 
have not sufficient funds to build a county. sana- 
torium, such counties may pay out of the sana- 
torium fund the expenses of persons sent to sana- 
toriums in other counties of the.state, but not 
outside the state. 


—A medical unit and an ambulance unit of 
the Illinois Voluntary Training Corps have been 
mustered in by Lieutenant Colonel J. R. Kline 
from the ranks of Cook County medical men. 
The first unit of medical corps is headed by 
Major E. E. Boynton. His staff consists of Cap- 
tain E. 8S. Bailey, Captain Hugh R. Scofield, 
First Lieutenants A. R. Karreman, Ralph R. 
Holmes, John C. Campbell, J. L. Smith and 
William F. Rimes. The ambulance corps is com- 
manded by C. M. Price as captain, with a staff 
consisting of First Lieutenants C. E. Beard, W. 
S. Hubbard and R. I. Humphrey. 

There are sixty-eight enlisted men, with two 
ambulances and complete field equipment. They 
were enlisted from the McCormick plant of the 
International Harvester Company. The am- 
bulances and equipment were donated by the com- 
pany. 

—Hundreds of Chicagoans are included in a 


list of newly commissioned reserve officers an- 
nounced by the war department Dec. 21. 


MAJOR, MEDICAL CORPS 


D. W. Rogers, 5120 Greenwood avenue. 
J. Ridlow, 7 West Madison street. 
Strauss, 5039 Michigan avenue. 

C. Plummer, 4539 Oakenwald avenue. 


Dw 


CAPTAIN, MEDICAL CORPS 


D. B. Phemister, 5465 Hyde Park boulevard. 
. N. Jackson, Fort Sheridan. 

W. D. Naphiers, Jr., Hyde Park Hotel. 

C. J. Swann, 77 East Washington street. 

L. C. C. Collins. 

W. P. McGibbon, 29 East Madison street. 


FIRST LIEUTENANT, MEDICAL CORPS 


F. F. Schwartz, 2829 Cambridge avenue. 
Wiliam J. Zigler, 7852 South Halsted street. 











. Stanton, 3400 Lawndale avenue. 

. Stern, 8456 Buffalo avenue. 

. Silverstein, Michael Reese hospital. 
. M. Sandahl, 3350 Seminary avenue. 
. Schwartz, Waukegan. 

. Schick, 5105 Union avenue. 

J. F. Schick, Cook County hospital. 

J. E. Jaros, 2901 West Twenty-first street. 

\. E. Jones, Michael Reese hospital. 

M. A. Newhauser, 4545 Michigan avenue. 

L. Savitsky, 4720 West Twelfth place. 

O. J. Schott, 3424 Sheffield avenue. 

H. A. Ramser, 2825 Logan boulevard. 

G. H. Schroeder, Oak Park. 

Y. Joranson, 6423 Ingleside avenue. 

F. J. Corpor, St. Luke’s hospital. 

R. M. Johnson, 3314 Lawrence avenue. 

W. C. Martini, 1338 Newberry avenue. 

M. R. Broman, Cook county hospital. 

—The Pacific Medical Journal, the oldest jour- 
nal on the Pacific coast, which has just completed 
its 60th volume, has been acquired by Dr. Wil- 
liam J. Robinson, and’ will be consolidated with 
The American Journal of Urology and Sexology. 
The combined journal will continue under the 
editorship of Dr. Robinson, and will be published 
from Mt. Morris Park West, New York City. 





J 
Marriages 
LizurT. Freperick CuHuristopHer, M. R. C., 
U. S. Army, Mobile Surgical Unit, to Miss 


Madeline Smith, both of Chicago, December 1. 


Frep Mititer Drennan, M. D., Chicago, to 
Miss Esther Olive Clay, of Quincy, Ohio, recently. 


James A. Krernan, M. D., Chicago, to Miss 
Grace Cole, of Alton, Ill., December 10. 





Deaths 


Leonmwas B, Martin, M. D., Peoria, Ill.; Rush Med- 
ical College, 1868; aged 72; died at his home, Novem- 
ber 2. 


Wizpur F. Curtis, M. D., Chicago; Bennett Medical 
College, Chicago, 1890; aged 63; died at his home, 
December 9, from heart disease. 


Evmrince A. Herrtmman, M. D., Chicago; Victoria 
College, Toronto, Ont., 1860; aged 83; died at the 
home of his son in Chicago, November 28. 
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Wiuturam H. Core, M. D., Kewanee, Ill; Long 
Island College Hospital, Brooklyn, 1873; aged 79; a 
member of the Illinois State Medical Society; died 
at his home, November 29. 


Henry A. CrawsHaw, M. D., Bush, Ill.; St. Louis 
College of Physicians and Surgeons, 1895; aged 47; 
was instantly killed in an automobile accident at Car- 
bondale, Ill., November 7. 


Eras B. Mestrow, M. D., Chicago; College of Phy- 
sicians and Surgeons, Chicago, 1894; aged 56; formerly 
a Fellow of the American Medicai Association; died 
at his home, December 10, from lobar pneumonia. 


Abert Leroy Warp, M. D., Bement, Ill; Chicago 
Homeopathic Medical College, 1899; aged 47; formerly 
a member of the Illinois State Medical Society; died 
in Decatur, Ill., September 21, from typhoid fever. 


James Netson Harris, M. D., Chicago; Indiana 
Medical College, Indianapolis, 1907; a Fellow of the 
American Medical Association; a colored practitioner ; 
was shot and killed in his office by his fiancee, Novem- 
ber 15. 


RicHArp Lreonarp Exprepce, M. D., Bonfield, LIL: 
College of Physicians and Surgeons, Chicago, 1903: 
aged 51; a Fellow of the American Medical Associa- 
tion; deal in Minooka, Ill., November 29, from pneu- 
monia. 


Wittiam Avper Situ, M. D., Galena, Ill.; North- 
western University Medical School, Chicago, 1897; 
aged 45; a member of the Illinois State Medical So- 
ciety; died at Council Hill, Ill, November 17, from 
asthma associated with heart disease. 


SamueEL Marcus Moors, M. D., Evanston, Ill. ; Chi- 
cago Homeopathic Medical College, 1895; aged 47; a 
Fellow of the American Medical Association; from 
1903 to 1914, chief surgeon of the Illinois Steel Com- 
pany; died in the Greenwood Inn, Evanston, Decem- 
ber 12, from pneumonia. 


JonaTHAN Mitton Wy tanp, M. D., Moline, IIL; 
State University of Iowa, Iowa City, 1886; aged 59: 
president of the Moline Foundry Company, who had 
been ill for two years with spinal disease, due to an 
accident; died at his home, November 29, four weeks 
after a surgical operation. 


Apert Stone Gray, M. D., Chicago; Bennett Col- 
lege of Eclectic Medicine and Surgery, Chicago, 1887: 
College of Physicians and Surgeons, Chicago, 1889: 
aged 53; for several years a contributor of articles on 
health topics to the daily press; died in St. Luke’s Hos- 
pital, Chicago, December 17, from anemia. 


Joun Wituram Baker, M. D., Granite City, Ill.; St 
Louis University, 1911; aged 31; formerly a Fellow 
of the American Medical Association; a member of 
the Illinois State Medical Society; while driving his 
automobile over a grade crossing at Madison, IIl., 
November 30, was struck by a Wabash passenger train, 
and died two hours later at St. Elizabeth’s Hospital. 
Granite City. 
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Book Notices 


Foop ror THE Sick. A Manual for Physician and Pa- 
tient. By Solomon Strouse, M. D., Associate At- 
tending Physician, The Michael Reese Hospital; 
Professor of Medicine at the Post-Graduate School, 
Chicago, and Maude A. Perry, Dietitian at the Mich- 
ael Reese Hospital, Chicago. 12mo of 270 pages. 
Philadelphia and London: W. B. Saunders Com- 
pany. 1917. Cloth, $1.50 net. 


This volume on food for the sick may well be used 
by every physician. Correct feeding of the sick is an 
art, and is accomplished by only a few. Many physi- 
cians—nay, most physicians, give general orders for a 
patient, such as soft diet, semi-soft or liquid diet, and 
may direct that the patient have certain articles of 
food, but seldom can one give the detailed articles 
of food wished or the preparation of them—one no 
more important than the other. 

This also is an excellent book for the nurse. It is 
practical, is not burdened with long theories, and is 
written in a readable way. We recommend it. 


Tue TREATMENT OF INFANTILE PaRALysis. By Robert 
W. Lovett, M. D., Boston; John B. and Buckminister 
Brown, Professor of Orthopedic Surgery, Harvard 
Medical School. Second Edition, Revised and En- 
larged. With 123 Illustrations. Price, $1.75. P. 
Blakiston’s Son & Co., 1012 Walnut Street, Phila- 
delphia. 

This book from Dr. Robert W. Lovett comes at an 
opportune time. Comparative little of the current lit- 
erature on this subject has found its way into textbook 
form, and excepting perhaps war surgery, this is one 
of the most important medical subjects before the pro- 
fession today. This deformity producing disease is 
an old one, dating back into biblical times, yet the 
treatment of it has not improved in the least until 
recently. During the last year, following as it has 
the New York epidemic, great advances have been 
made in treatment. 

This book deals largely with the chronic pathology, 
and it is the treatment of old cases which chiefly con- 
cerns us now. The author has ‘had a large experience 
in epidemics of this disease in both Vermont and New 
York—experience which entitles him to write with 
authority. 

The book is well illustrated and the illustrations in 
some instances demonstrate what the author was able 
to do with several extreme cases., We recommend it 
to our readers. 


TECHNIC OF THE IRRIGATION TREATMENT OF WoUNDS 
BY THE CarreL MerHop. By J. Dumas & Anne Car- 
rel. Authorized Translation by Adrian V. S. Lam- 
bert, M. D., Acting Professor of Surgery in the 
College of Physicians and Surgeons (Columbia Uni- 
versity), New York. With an Introduction by W. 
W. Keen, M. D., L.L. D., F. R. C. S. (Hon.). Price 
$1.25. Paul B. Hoeber, Publisher, New York City. 
This little volume was written principally for the 

nurse who is doing many minor dressings. It de- 
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scribes in detail the method of using Dakin’s Solution 
as used by Dr. Carrel. That this antiseptic solution 
has obtained an important place in the surgery of the 
army is not denied. Its value lies largely in the man- 
ner of its use, as described by Dr. Carrel, and this 
book describes the method in a brief, readable way. 


THe Mopern Gasotine Automosite. Its Design, Con- 
struction, Operation and Maintenance. A Practical, 
Comprehensive Treatise, Explaining all Principles 
Pertaining to Gasoline Automobiles and Their Com- 
ponent Parts. The Most Complete Up-to-date 
Treatise on Gasoline Automobiles Ever Published. 
Invaluable to Motorists, Students, Mechanics, Repair 
Men, Automobile Draughtsmen, Designers and Engi- 
neers. Every Phase of the Subject Being Treated in 
a Practical, Non-technical Manner. By Victor W. 
Page, M. E., Author “The Modern Gas Tractor,” 
“Automobile Questions and Answers,” “Automobile 
Repairing Made Easy,” “Automobile Starting, Light- 
ing and Ignition Systems,” etc. 1918 Edition. A 
New Book from Cover to Cover. Revised, Enlarged 
and Reset Edition, Showing All Recent Improve- 
ments. Illustrated by 1,000 Specially Made Detailed 
Illustrations and Diagrams. The Illustrations defin- 
ing construction of parts are made from’ accurate 
engineering drawings according to best automobile 
engineering practice. Price, $3.00. The Norman W. 


Henley Publishing Company, 2 West 45th St., New 
York. 1918. 


The title page tells what the book is. It describes 
in detail the principles and construction of many of 
the well known automobiles. The book, of course, 
deals mostly with gas engines, both automobile and 
tractors. The book is rather more complete than most 
physicians will care for, but the physician’s chauffeur 
or the physician’s son may make use of it. It is a 
really valuable book in its line. 


GENERAL Parincipces or THerapeutics, A. Brief In- 
troduction to. By Francis H. McCrudden, S. B., 
M. D., Director of Laboratories; Robert B, Brig- 
ham, Hospital, Boston, Assistant Professor of Ap- 
plied Therapeutics, Tufts Medical School, Boston. 
Gregory, Publisher, 126 Massachusetts Ave., Boston. 


This small volume directs the student’s mind toward 
the principles of treatment rather than to definite de- 
tailed treatment. It is an elementary text, and may 
find a useful place in connection with the student's 
study of Materia Medica. It is brief and the student 
will have time to study its pages in conjunction with 
his other studies. It will also be useful to the practi- 
tioner for hasty review. 


TALKS on Osstetrics. By Rae Thornton La Vake, M. 
D., Instructor in Obstetrics and Gynecology, Uni- 
versity of Minnesota; Obstetrician-in-Charge of the 
Out-Patient Obstetric Department of the University 
of Minnesota; Associate Attending Obstetrician and 
Gynecologist to the Minneapolis City Hospital; 
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Obstetrician-in-Charge of the Out-Patient Obstetric 
Department of the Wells Memorial Dispensary; Ob- 
stetrician to the Swedish and Abbott Hospitals, 
Minneapolis; one time Assistant Resident Obstetri- 
cian to the Sloane Hospital for Women in New 
York. C. V. Mosby Company, St. Louis, 1917. 


The title to this little volume really describes its 
contents. It is not a text book, but simply a discussion 
of some of the more common complications and diffi- 
culties encountered in the obstetric practice. It is 
supplemental to text books. 


Notes ror Army Mepicat Orricers. By Lt.-Col. T. H. 
Goodwin, R. A. M. C., Author of Notes for Medical 
Officers on Field Service in India and Field Service 
Notes for R. A. M. C. With an Introductory Note 
by Surgeon-General William C. Gorgas, U. S. A. 
Medical War Manual No. 2. Authorized by the 
Secretary of War and under the Supervision of the 
Surgeon-General and the Council of National De- 
fense. IIustrated. Price, $1.00. Lee & Febiger, 
Philadelphia and New York. 1917. 


This little pocket manual is made up of notes and 
extracts from the lectures delivered by Lt.-Col. T. H. 
Goodwin before classes at the Army Medical School, 
Washington. It will be of service to our medical men 
who are serving with the army, also to the nurses who 
have “gone across.” 


DIsgASES OF THE CHEST AND THE PRINCIPLES OF Puys- 
1cat. DiaGnosis, by George W. Norris, M. D., As- 
sistant Professor of Medicine in the University of 
Pennsylvania, and Henry R. M. Landis, M. D., As- 
sistant Professor of Medicine in the University of 
Pennsylvania, with a chapter on the Electrocardio- 
graph in Heart Disease, by Edward B. Krumbharr, 
Ph. D., M. D., Assistant Professor of Research 
Medicine in the University of Pennsylvania. 
Octavo volume of 782 pages with 413 illustrations. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1917. Cloth, $7.00 net. Half Morocco, $8.50 
net. 


We are indeed pleased to review a book which deals 
with physical diagnosis in an intelligent and scientific 
way. No branch in medicine has been so neglected 
of late years as has physical diagnosis. It is indeed 
painful to see attempts made by some recently grad- 
uated men to examine a chest. 

If we were to adversely criticise this book, it 
would be to say that as a text book for students it is 
more complete than the student has time allotted for, 
and is perhaps too far advanced for the beginner, but 
for the advanced student, the intern or the physician 
the book will prove valuable. 

The authors have gone into detail relative to the 
principles which govern the various methods of physi- 
cal diagnosis, and have demonstrated the findings by 
photographs of frozen sections. It seems that few 
conditions of the chest have escaped notice. 

The illustrations must be commended, both as to 
their value and number. The many photographs of 


January, 1918 


frozen sections are highly instructive, and help ma- 
terially to convey the authors’ meaning. We think 
every physician should possess a copy of this work. 


An IntermepiaTte Text Book oF PHYSIOLOGICAL 
Cuemistry with Experiments. By C. J. V. Petti- 
bone, Ph. D., Assistant Professor of Physiological 
Chemistry, Medical School, University of Minnesota, 
Minneapolis. C. V. Mosby Company, St. Louis, 
1917. 


This book by Pettibone is as its name implies, a 
textbook of physiological chemistry. It is a volume 
written by the teacher, and is therefore clearly a 
text-book. It will not be considered interesting read- 
ing by many, but it will serve the practitioner when 
he wishes to refer to some forgotten fact of chemis- 
try. The book is written primarily for the student, 
and will serve him a valuable turn, as it is not in- 
tended as an advanced work on this subject. It is 
sufficiently elementary to serve the student in his 
medical course. 


Books Received 


ANNUAL Report OF THE SURGEON GENERAL OF THE 
Pusiic HeattH SERVICE oF THE Unirtep Srates for 
the Fiscal Year 1917. Washington, Government 
Printing Office, 1917. 





SURGERY AND DISEASES OF THE MouTH AND Jaws. A 
practical treatise on the Mouth and allied structures, 
by Vilray Papin Blair, A. ‘M., M. D., F. A. C. S.,, 
Professor of Oral Surgery in the Washington Uni- 
versity Dental School, and Associate in Surgery in 
the Washington University Medical School. Third 


Edition. Revised so as to incorporate the latest war 
data concerning gunshot injuries of the Face and 
Jaws. Compiled by the Section of the Head, Sub- 
section of Plastic and Oral Surgery, Office of the 
Surgeon-General of the Army, Washington, D. C. 
With 460 Illustrations. C. V. Mosby Co., St. Louis, 
1917. 


Perhaps less attention has been devoted to surgery 
of the mouth and jaw in comparison with its relative 
importance, than to any other regional surgery. The 
present war will cause an increased activity in the 
study of surgery of the face, and many new methods 
of plastic surgery will be called for. 

The original edition of this work by Blair was pub- 
lished in 1912; this third edition is recently from the 
press, demonstrating a marked popularity of the book, 
which it justly deserves. The author has gone into 
the subject in an exhaustive manner, and it seems that 
all features of this special surgery have been reviewed. 
The book is generously illustrated with both photo- 
graphs and drawings. 

Every medical officer of the army will find the 
volume a real addition to his armamentarium, and 
the surgeons, who will finally reconstruct the wounded 
men coming from the front, should have a copy for 
reference. 








